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2005
‘The therapeutic skills needed to engage a client 
In therapy are the same no matter which 
theoretical model the clinical works within’.
Discuss with reference to CBT and 
psychodynamic approaches to working with 
aduit clients who present with problems related 
to childhood sexual abuse.
INTRODUCTION
I chose to do this essay because I felt it was most relevant to my 
work at present. While most of the work I will be doing with clients 
will be within the framework of cognitive behaviour therapy (CBT), 
under supervision I use psychodynamic ideas to think about clients 
and in particular to think about the therapeutic relationship. Whilst I 
consider myself to be more psychodynamically orientated, I value 
CBT and have found it useful in my clinical work. However, I find the 
psychodynamic conceptualisation of the relationship between 
therapist and client as an indispensable framework by which to think 
about the therapeutic relationship (Lemma, 2003).
When reading relevant literature for this essay and also for my 
placement, I found it difficult to find information pertaining precisely to 
the topic. Exploration of the therapeutic relationship in general was 
easier to find than information on specific skills used for engagement. 
Partly because the lack of discussion of specific skills in relation to 
CBT and psychodynamic approaches to treatment in the literature, I 
will speak more about the therapeutic relationship. I feel that a 
positive therapeutic relationship implies the application of the 
appropriate skills to have promoted engagement. In addition to this, I 
will explore some issues relevant to survivors of childhood sexual 
abuse and briefly consider psychodynamic and CBT techniques that 
may be useful when treating this client group.
Throughout this essay I use the terms psychologist, psychotherapist, 
therapist and counsellor interchangeably. I have chosen to do this as 
I have used sources written for a range of professionals and feel that 
it would not be a fair representation of the breadth of different 
professionals that provide therapeutic interventions to use the term 
psychologist exclusively. In addition to this, I have chosen to write 
this essay in the first person as it is a reflective account of both the 
theory I refer to and my own practice. When speaking about adult
survivors of childhood sexual abuse, I refer to them sometimes as 
“survivors” as it is the term used by Christiane Sanderson (1995) in 
her book Counselling adult survivors of chiidhood sexual abuse, 
which I have used as my primary text.
I have worked with clients from both a psychodynamic perspective as 
well as from CBT perspective. I feel that I probably used the same 
skills with all my clients to establish rapport and promote 
engagement. If I consider it carefully, I think that what I try to do in 
sessions with clients is to attend to what they are saying and who 
they are; to show interest and curiosity about them; to listen to what 
they say and very importantly to be warm and genuine which are 
characteristics recommended by Carl Rogers (1990). I also believe 
in maintaining strict therapeutic boundaries, such as always being on 
time for sessions. I think that I utilise both CBT and psychodynamic 
techniques. I summarise and reflect on what they say as would be 
recommended by a CBT therapist. I have found that as I have 
matured I have discovered the importance of the psychoanalytic idea 
of the ‘analytic frame’ (Lemma, 2003) in which I endeavour to be 
neutral and objective and to carefully monitor all my reactions within 
sessions, including monitoring the natural desire to want to chat in an 
informal way at the beginning and end of sessions. In my experience 
the engagement process is slightly different with every client and 
needs to be adapted to suit the client and type of work one believes 
to be most appropriate to the client’s needs.
SKILLS FOR ENGAGEMENT AND THE THERAPEUTIC
ALLIANCE
There are some basic principles behind engaging clients. It is 
important to introduce some humanistic ideas because they have 
had an important role in how our thinking about the therapeutic 
relationship has evolved (Rogers, 1990). In addition to this I will think 
about the therapeutic relationship in relation to cultural issues 
(Lemma, 2003).
The Humanistic Tradition
Carl Rogers (1990) contributed a great deal to our understanding of 
the therapeutic relationship because he offered descriptions of the 
some of the characteristics of the therapist which may facilitate a 
positive relationship. I will summarise some of these characteristics 
briefly. Rogers (1990) stresses the importance of sensitivity in the 
relationship in order to avoid being perceived as a threat by the 
client. He (Rogers, 1990) speaks about the skills the therapist can 
use to be perceived as trustworthy and consistent. These are to be 
aware of his feelings and attitudes and to be accepting towards them. 
He (Rogers, 1990) talks about stepping into the world of the client’s 
feelings and personal meanings and then being accepting of them 
and not judging them, this includes not evaluating either negatively or 
positively. I question whether this is really possible. I am not certain 
that we are ever really able to be completely objective and therefore 
not evaluate either positively or negatively. I think that all my 
thoughts, including those regarding my clinical work, are influenced 
by my life experiences and the context in which I live. I feel that one 
way I can manage this is through good use of supervision and being 
reflective about my thoughts and feelings. In doing this I am able to 
think about my own prejudices and manage them and therefore their 
influence on the therapeutic relationship. Three words can be used 
to summarise the approach therapists can use to contribute towards 
a positive therapeutic relationship and these are genuiness, 
acceptance and empathie understanding (Rogers, 1990).
Establishing rapport and considering cultural context 
One aspect of establishing rapport that I find important is trying to 
understand a client’s context. As well as being taught to always 
consider this during my undergraduate training in South Africa, it was 
reinforced when I was working in East London with an ethnically 
diverse client group. I found that it was important for a good 
relationship that I did not make assumptions about the clients’ 
perspective of their place in the world and that I asked them to
explain or confirm my thoughts about context and how it may effect 
their situation and perception of their problems. While this is an 
important consideration with any client, I find it particularly important 
when working with people whose life situation is very different with 
my own. People’s concerns and ways of conceptualising their 
problems are influenced by their racial, social, class and cultural 
contexts -  some of which I may not have a very good understanding 
of. This is particularly relevant when one considers Leahy et a l’s 
(2003) paper in which they say that the literature indicates that social 
support is an important factor that can lessen the negative effects of 
sexual abuse and also that upon disclosure, victims’ support 
networks may fail. Therefore, it is important for me to understand 
what resources their community has and how help may be given, or 
withdrawn.
Is therapeutic alliance fundamental to positive therapeutic outcomes? 
In a paper by Krupnick ef a /(1996), they consider therapeutic 
alliance within the context of treating depression. The authors 
propose that the therapeutic relationship; the “collaborative bond” 
between client and therapist; is the common factor in successful 
therapy regardless of theoretical orientation. They quote Horvath & 
Symonds’ (1990, cited in Krupnick et al, 1996) meta-analysis of 
therapeutic alliance studies which concluded that therapeutic alliance 
is significantly related to the outcome of therapy, across different 
types of psychotherapy. Krupnick et a l’s (1996) study had similar 
findings in the participants that they investigated. What I find difficult 
about these studies is that they do not identify exactly what about the 
therapeutic relationship is positive, or which specific techniques are 
associated with establishing a positive therapeutic aliiance. This can 
make it difficult for researchers to replicate the studies and for 
therapists to know precisely what skills or personal attributes to use.
ADULT SURVIVORS OF CHILDHOOD SEXUAL ABUSE
One cannot easily describe a diverse group of people. This is an 
issue which affects both men and women from all ethnic and cultural 
groups (Sanderson, 1995). However, there are some general issues 
or themes which may be relevant to many survivors of child sexual 
abuse and these will be explored in relation to treatment and 
therapeutic alliance through this section of the essay.
I chose to use Christiane Sanderson’s book. Counselling adult 
survivors of child sexual abuse (1995) for a number of reasons. It 
seemed to present a fairly comprehensive view of the problem in a 
way that does not assume a large amount of previous clinical 
experience or knowledge. As I have limited experience of working 
with clients with this history, I felt the book was most useful for the 
purposes of this essay. As the book was printed in 1995, it may be 
considered to be somewhat out of date. I have therefore chosen to 
supplement the information from the book with journal articles that 
are more recent and which provide information more specific to the 
essay question.
In her book. Counselling adult child survivors of child sexual abuse, 
Christiane Sanderson (1995) defines child sexual abuse as
“the involvement of dependent children and adolescents in sexual 
activities with an adult, or any person older or bigger, in which the 
child is used as a sexual object for the gratification of the older 
person’s needs or desires, and to which the child is unable to give 
consent due to the unequal power in the relationship. This definition 
excludes consensual sexual activity between peers.” (pp15).
What can be confusing when reviewing different studies into 
approaches used to treat clients’ with a history of childhood sexual 
abuse is that different treatment modalities are used depending on 
how the abuse or the clients problems are conceptualised. For
example, when it is conceptualised according to a diagnosis of post 
traumatic stress disorder (McDonagh, etal, 2005), the treatment 
recommended may differ from when it is conceptualised from the 
perspective of a diagnosis of borderline personality disorder (Chard & 
Widiger, 2005). This leads me to think that there is a wide variance 
in how these clients present in therapy. They may initially be referred 
for another psychological difficulty and the abuse only disclosed once 
the therapy is underway. Whilst they may all be survivors of 
childhood sexual abuse, how the abuse occurred as well as other 
aspects of their history and life experience as well as personality 
factors and other systemic factors such as family or community 
support impacts on how they develop subsequent to the abuse and 
what sorts of problems they develop in adulthood. Therefore, it may 
not be appropriate to base treatment on just one approach, but rather 
to assess each client very carefully and tailor their treatment 
according to their uniqueness. I feel that this places even greater 
emphasis on the need to start all interventions by working on forming 
a good therapeutic alliance so that there is a good grounding on 
which to plan and implement interventions, regardless of which 
intervention is to be used.
Sanderson (1995) considers it important for counsellors to think 
about and understand their own feelings about abuse and its 
implications. Any fears or conflicts should be shared outside the 
therapy sessions with a supervisor. In my experience of having a 
client disclose a history of childhood sexual abuse to me, I found the 
support of my supervisor essential. Both to help to plan how I would 
manage future discussions of the issues with the client, but also to 
provide a space in which I was able to explore how I felt after the 
session and how my feelings could impact on future work with the 
client.
PSYCHODYNAMIC THERAPY
I will dedicate more space in the essay to thinking about this 
theoretical approach as it is more difficult to unravel what it says 
about the therapeutic alliance. It is an important theme that runs 
through a complex and broad body of theoretical work. For this 
reason I decided not to refer to many sources and rather to focus 
primarily on one book, Alessandra Lemma’s (2003) book Introduction 
to the practice of psychoanalytic psychotherapy.
Lemma (2003) provides a useful brief history of psychodynamic 
theory. She traces the development of ideas up to their current 
position within the contemporary schools that exist in the UK. With 
this in mind I will speak about the therapeutic alliance in a generic 
psychodynamic way, rather than specifically from any one 
psychodynamic theorist’s perspective as I do not have the space 
within this essay to explore the subtleties of the different ideas within 
the broader body of psychodynamic theory.
Transference and countertransference ^
These concepts are fundamental to understanding the nature of the 
therapeutic relationship within the psychodynamic framework, so I 
will offer basic definitions of both. I used Petrusca Clarkson’s (2003) 
book. The therapeutic relationship lo obtain the following definitions:
“transference is either an epiphenomenon of learning or a 
displacement of affect from one situation to another....It can be 
described as a displacement from childhood patterns of loving, which 
become regularly repeating patterns throughout life and create needs 
and expectancies directed at people in a person’s adult life.” (pp 79).
Clarkson (in The therapeutic relationship, 2003) defines 
countertransference as:
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“countertransference usually means the therapist’s feelings towards 
the client” (pp93).
Clarkson (2003) goes on to say that countertransference can either 
be what the therapist brings into the therapy, or what the therapist 
reacts to in the patient.
The therapeutic relationship
Whilst reading Lemma’s (2003) book, I found that she does not have 
a chapter dedicated specifically to the therapeutic relationship. I 
realised through reading her book, and thinking about my own clinical 
practice, that the very structure of the work is the relationship 
between the therapist and the client. Lemma (2003) says that 
psychodynamic therapists largely agree that the therapeutic 
relationship is what effects change in the client. How this happens is 
explained differently by different psychodynamic schools. Lemma 
(2003) proposes two possibilities; firstly that the therapist becomes a 
transference object^ through which the client can think about ways of 
relating; or secondly that the relationship with an “emotionally 
responsive” therapist gives the client an opportunity to realise that 
negative expectations of people may not be true.
In Meissner’s (2001) paper on transference and alliance, he goes 
into a detailed description of the two phenomenon and proposes that 
many therapists include elements of transference in their 
understanding of the therapeutic alliance. He (Meissner, 2001) 
believes that transference and therapeutic alliance interact in 
complex ways, but recommends that they be kept “conceptually 
separate”. Meissner (2001) also proposes, that what he calls 
‘misalliances’ or difficulties in the therapeutic alliance can be due to a 
number of factors, including differences in culture, prejudicial
 ^ Lemma (2003) says the term “object” refers to significant people in our lives (e.g. 
parents). She says it is best used to think about internal objects; which are not real 
people, but to my understanding almost symbolic representations or versions of 
important people or aspects of them (part objects).
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attitudes (such as socio economic status, sex or age), and life 
circumstances, particularly if they have pressured the client into 
treatment.
The ‘analvtic frame'
Lemma (2003) speaks about the “analytic frame” which includes 
things such as the set length of time of sessions and the physical 
space in which sessions take place, as well as the stance of the 
therapist as neutral, anonymous, professional and “relatively 
unobtrusive”. This is done so that the therapist can receive the 
clients’ projections^. The therapist does not reassure or give advice, 
but rather listens and interprets the “unconscious meanings” of what 
is communicated in the session.
In her book. Introduction to the practice of psychoanalytic 
psychotherapy, Lemma (2003) on page 96 she says
“The space needs to be safe because the patient may need to give 
expression to a range of feelings that arouse significant anxiety, often 
of a persecutory nature.”
Safety is conveyed in a practical way through the respect of the 
boundaries of the therapeutic relationship and confidentiality is an 
important aspect of the frame. Strictly adhering to boundaries also 
conveys the importance of reliability and stability as well as that the 
therapist can be relied upon and trusted. (Lemma, 2003)
Is the approach culturallv specific
Lemma (2003) identifies a possible shortcoming of the approach.
She speaks in her book about time she spent in Bangladesh and how 
one has to consider the cultural context because the analytic frame is
 ^Lemma (2003) defines projection according to Kleinian thinking as “an 
unconscious phantasy of expulsion” (pp32), putting a part of ones mind into the 
external world.
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quite culturally specific and may need to be adjusted to being 
meaningful within the culture in which the therapist is working. Whilst 
I believe that this observation by Lemma (2003) holds some truth, I 
also believe that the same can be said for almost all of our theoretical 
perspectives and that the models we use need to be adapted in their 
application to suit the specific needs of our clients.
An historical perspective
In a paper by Frieswyk et al (1986) they speak quite specifically 
about the therapeutic alliance and its place in psychodynamic 
research. They offer an interesting historical perspective on 
therapeutic alliance. Freud (as cited in Frieswyk etal, 1986) 
encouraged analysts to promote patient coljaboration through rapport 
and also through the use of the technical skills of the analyst. 
Technical activity included avoiding premature interpretations, 
avoiding taking sides in the patients’ conflicts and also not 
moralising. Freud (as cited in Frieswyk etal, 1986) also considered it 
important to have a ‘cordial relationship’ with the patient. This 
overlaps with Greenson’s (as cited in Frieswyk etal, 1986) idea of 
the ‘real relationship’ and includes the therapist’s openness, 
decency, and humane and friendly approach to patients.
The psvchodvnamic approach and survivors of childhood sexual 
abuse
In relation to survivors of childhood sexual abuse, Sanderson (1995) 
speaks briefly about the psychodynamic therapies. She says that it 
is essential within this therapeutic approach to establish a good 
therapeutic alliance so that the client can trust the counsellor not to 
reject or abandon her when she is most vulnerable. This I believe to 
be true of all therapeutic relationships. Sanderson (1995) 
recommends that a trusting relationship is established prior to 
gradually introducing experiential/exploratory techniques. In addition 
to the establishment of the therapeutic alliance, the counsellor will
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also need to assess throughout therapy how the client is coping with 
difficult material.
Sanderson (1995) speaks briefly about transference. She says that 
the therapeutic relationship is one in which the therapist may be 
perceived by the survivor as a powerful authority figure as well as a 
“psychologically important person” that the survivor may become 
dependant on. The client may respond to the counsellor as if she 
was an important person from her childhood, the counsellor may 
become a “symbolic manifestation” of childhood figures. Through 
transference, behaviours and feelings from childhood may be 
directed at the counsellor. (Sanderson, 1995).
Critique
What I have found difficult in doing this section of the essay is that it 
is difficult to access basic definitions and explanations of the theory 
and descriptions of specific techniques that can be used. 
Psychodynamic thinking can at times be inaccessible to people who 
do not have much experience of it, particularly since there are 
different schools of thought within the larger body of work. Meissner
(2001) says that the focus on transference in psychodynamic 
psychotherapy can be overly negative at times and may not 
acknowledge the positive and therapeutic contributions of clients and 
therapists. I agree with this. The collaborative nature of the 
relationship that is encouraged in CBT seems to promote a more 
empowering and positive view of the therapeutic relationship. I also 
question the therapists ability to really be “neutral” (Lemma, 2003) as 
is proposed in the notion of the ‘analytic frame’. I do not believe that 
neutrality is truly attainable, although structures such as supervision 
and the therapists own reflectivity are mechanisms by which they can 
explore their own prejudices and feelings regarding their work with 
clients.
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COGNITIVE BEHAVIOUR THERAPY
Whilst preparing for this essay and the therapeutic interventions I am 
undertaking on my placement, I read a number of quite well known 
and widely used textbooks on CBT (Beck, J., 1995; Hawton, etal, 
1989; Trower, 1988; Clarke & Fairburn, 1997). I was struck by how 
little, if anything was said about the forging of a therapeutic alliance 
within the context of CBT. It left me with the impression initially that 
perhaps within the context of CBT it is not considered important. But, 
having had more time to think about it, I think that in many of the 
books geared towards practising professionals they may not make 
explicit the basic therapy skills needed to develop a therapeutic 
alliance with clients because it is assumed that we are aware of and 
using the necessary skills already. I wonder too, if this implies that 
the basic therapy skills required to form a good relationship are 
viewed as generic skills not particular to CBT.
However, having said this, inherent within CBT is the assumption that 
forming a therapeutic alliance is important because the approach is 
founded on the notion that the therapist and client work 
collaboratively throughout the therapy process. Together, they 
determine the goals of therapy and ways of working towards and 
achieving them.
CBT techniques for engagement
Wills & Sanders (1997) book on cognitive therapy does dedicate a 
chapter to the therapeutic relationship. It is interesting to me that 
within this chapter, the authors go into quite a lot of detail about 
transference and countertransference within the context of the 
therapeutic relationship in cognitive therapy, although they are 
primarily psychodynamic concepts. Wills & Sanders (1.997) do give 
some information on specific CBT skills that encourage engagement. 
These are listed as reflecting feelings, reflecting, listening and 
summarising. Within CBT, the collaborative nature of the relationship 
is considered very important, which in itself implies that the
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relationship is considered important. Safran & Segal (as cited in 
Wills & Sanders, 1997) encourage the therapist to be flexible and 
accepting, and also to monitor and accept their own feelings 
throughout the therapy process. In my clinical experience, one of the 
mechanisms that assist me in this is supervision, during which I am 
able to explore the week’s sessions and how I feel about them. The 
second mechanism is the process of thinking about my clients and 
the work I do with them. I find that reading relevant texts to the work 
I am doing helps me to be reflective, by offering me knowledge and 
insight into specific difficulties and treatment approaches.
Obviously Beck et al’s book Cognitive therapy of depression (1979) 
is an important source of understanding of the cognitive tradition and 
understanding of therapeutic relationship within the CBT framework. 
His book has dedicated a chapter to the therapeutic relationship. In it 
he echoes the humanistic tradition by summarising the necessary 
qualities of the therapist as “warmth, accurate empathy and 
genuiness” (Beck etal, 1979, pp45). Unlike psychodynamic thinking, 
he sees the relationship as necessary but not “sufficient” to positive 
therapeutic outcomes.
Beck ef a /(1979) go on to describe the importance of establishing 
trust and rapport so that a collaborative relationship can be 
established. He says that basic courtesy, maintaining eye contact 
and reflecting client’s feelings all contribute towards rapport. Rapport 
can be facilitated by informing the client of what to expect of the 
treatment process (Beck etal, 1979).
CBT for survivors of childhood sexual abuse 
In terms of the treatment of survivors of childhood sexual abuse, 
cognitive techniques are said by Sanderson (1995) in Counselling 
adult survivors of child sexual abuse, to be particularly useful in 
helping the client in
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“restoring self-esteem, reattributing blame, responsibility and guilt 
and ameliorating feelings of shame, sadness and mood 
disturbances” (pp150)
as difficulties with self-esteem and feelings of shame and guilt may 
be common in this group. Therefore, helping clients to develop 
strategies to challenge their negative thoughts about themselves and 
their relationships with others may be a useful way to improve their 
feelings of self-worth.
However, Sanderson (1995) also says that CBT should be combined 
with experiential/exploratory therapies in order to access the clients’ 
affective experience. Unfortunately, Sanderson has not discussed 
CBT in relation to the therapeutic alliance.
Relevant literature
In research done by McDonagh et al (2005), in which they conducted 
a randomised trial of CBT for survivors of childhood sexual abuse 
with a diagnosis of chronic posttraumatic stress disorder, they found 
that CBT had a specific positive impact on the symptoms associated 
with posttraumatic stress disorder of childhood sexual abuse 
survivors. However, there was a high dropout rate in that group.
The difficulty with this paper is that it does not offer clear evidence of 
precisely what may have led to improved outcomes for some of the 
participants or exactly why some participants dropped out of the 
treatment. This research did not offer any specific information on the 
therapeutic alliance and this was not one of the research questions. 
What the paper does suggest is that there may be potential for CBT 
as a treatment for the psychological impact of childhood sexual 
abuse and that this is an area in which further research is needed.
Chard & Widiger (2005) present a case study of a woman with a 
history of childhood sexual abuse and a diagnosis of borderline 
personality disorder. Their paper is interesting because they talk
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explicitly about the therapeutic relationship. They make the point that 
when doing therapy with a person who has experienced trauma; the 
client needs to be invested in the treatment because processing of 
memories may make the person more symptomatic. Chard &
Widiger (2005) say that the first part of the treatment with their client 
was “engaging the client”. This process involves explaining the 
reason for the treatment; how long it is expected to take; “anticipated 
symptom response”; efficacy and which interventions will be used.
As it is based on a single case study, this paper does not offer 
specific evidence for the efficacy of CBT for the treatment of 
childhood sexual abuse, or indeed proof of the importance of the 
therapeutic alliance. However, it does offer some ideas to hold in 
mind when approaching treatment from a CBT perspective.
In Sanderson’s (1995) book, she gives a brief description of how 
cognitive distortions may play a part in the long-term effects of the 
abuse on the victim. She quotes Beck’s (as cited in Sanderson,
1995) ideas about cognitive distortions and how they lead to a 
distortion in affect. Sanderson recommends that as part of the 
treatment plan there should be some time spent on examining the 
client’s cognitive distortions in the hope that more accurate and 
realistic cognitions may alleviate negative affect.
CONCLUSION
Through my clinical work with people with a history of childhood 
sexual abuse, I have realised the importance of the therapeutic 
alliance. I experienced the phenomenon of transference and 
countertransference. The client’s fears about exposing himself to me 
by disclosing his history of abuse were powerfully evident in the 
session. Both in how he seemed to expect me to feel disgusted with 
him, as that is how he feels about himself, but also in how I felt a 
strong urge to protect him. This happened in the context of using 
CBT to treat his presenting problem. We had worked collaboratively
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to develop a formulation of his problem and understand the CBT 
model of his presenting problem. Through this complex process, the 
basis of everything that took place within the therapy was the 
therapeutic relationship that was established through the early 
sessions of the therapy. The skills I used were founded in my 
understanding and use of humanistic principles as well as the use of 
the boundaries recommended by psychodynamic thinkers such as 
Lemma (2005) and Clarkson (2003). What my work with this 
particular client has demonstrated to me it how important the 
therapeutic relationship is and how there is much overlap between 
different theoretical perspective as to how to best approach the 
therapeutic relationship.
I have found this essay interesting to do and I am sure it will be 
useful in my clinical work. After reading the literature, talking to 
colleagues and writing the essay I am left thinking that really, the 
skills we use to engage clients are very similar across different 
approaches, and necessary to all our interactions with clients, 
including those with a history of sexual abuse in childhood.
The psychodynamic concept of the ‘real relationship’ seems to me to 
be very similar to the humanistic ideal that is espoused in Roger’s 
(1990) person centred approaches and in Beck ef a/’s (1979) early 
work on CBT for depression. While the therapeutic relationship is the 
central device of psychodynamic therapy, it is more of a means to an 
end in CBT. Engaging the client is seen as a prerequisite to forming 
the necessary collaborative relationship.
In the case of survivors of childhood sexual abuse, it is even more 
essential to pay attention to the therapeutic alliance and utilise the 
full repertoire of necessary skills to promote engagement. This is 
because one has to guard against recreating the damaging 
relationships and interactions that they experienced in their formative 
years. It is necessary to establish trust and safety so that therapy
19
can proceed. This is fundamental regardless if which theoretical 
approach to treatment is being used.
In conclusion, I think that essentially the skills for engagement are 
very similar, regardless of which orientation one is working from.
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ESSAY 2
COURSE 34 YEAR 2 
2007
Critically evaluate the relevance that a 
diagnosis of schizophrenia might have for a 
client, carer, clinical psychologist and service
manager.
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INTRODUCTION
This essay will begin with a brief description of schizophrenia and its 
diagnosis. It will also highlight some of the ongoing issues about the 
reliability and validity of schizophrenia as a diagnostic entity. Then 1^ 
will explore the usefulness of diagnosis from the perspectives of 
clients', carers, clinical psychologists and service managers.
The Diagnostic and Statistical Manual IV (DSM-IV) (American 
Psychiatric Association (APA), 1994) describes the schizophrenic 
disorders as being characterised by disturbances in perception, 
affect, thought, behaviour and communication. One of the diagnostic 
criteria is that these changes need to be present for longer than six 
months and at least two or more of the following symptoms need to 
have been present for at least one month (delusions; hallucinations; 
incoherent or disorganised speech or severely disorganised or 
‘catatonic’ behaviour). These symptoms need to have led to 
dysfunction sufficient to have impaired the clients’ ability to study, 
work, socialise, or provide self-care (APA, 2004).
The NICE Guidelines for schizophrenia (NICE) (2002) say that 1 in 
100 people have a diagnosis of schizophrenia and that there is a 
wide variance in the course of the illness. After the first episode, 1 in 
5 people will never have another episode, 7 out of 10 people will 
have at least 2 episodes, others experience symptoms over 
extended periods of time and some people develop a ‘chronic’ 
illness, which means that they are never completely free of 
symptoms despite treatment.
Bleuler was the first person to use the term schizophrenia to identify 
a set of symptoms that had been identified previously by Kraepelin 
(and which he had called dementia praecox) (Bentall, 1993). 
Kraepelin pioneered the development of a psychiatric classification
 ^ I will write in the first person as there will be personal reflections included in this 
essay.
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system based on systematically collected data of the course and 
outcome of disorders. According to Bentall (1993), Kraepelin 
endorsed the practice of studying patients according to their 
diagnoses. However, this approach presented difficulties due to 
problems of reliability and validity of diagnosis which will be explored 
further below.
The difficulties of reliability"^ of diagnosis are long standing. 
Cunningham Owens (2000) says that the reliability of diagnosis was 
the “Achilles heel” of professionals in the 1960’s when there were 
differing approaches to diagnosis, reflected in the widely varying 
prevalence statistics. However, with the development of structured 
psychiatric interview tools, the reliability of diagnosis has improved as 
diagnosis is based less on inferences and more on operationalised 
criteria (Cunningham Owens, 2000). Despite the improvements 
suggested by Cunningham Owens and the subsequent stability of 
prevalence statistics, Bentall (1993) still believes that there is too 
much diversity in peoples’ symptoms and experiences to place them 
into one diagnostic category of schizophrenia. In addition, he says 
that the diagnostic process does not consider the meaning that 
people may assign to their symptom experiences. Bentall (1993) 
calls for the diagnosis of schizophrenia to be abandoned and offers 
an interesting critique of whether schizophrenia should be a 
diagnostic entity at all. He argues in favour of using the diagnostic 
label of ‘psychosis’ rather than schizophrenia because he does not 
believe that psychotic symptoms falls into discreet categories such 
as schizophrenia and that patients with very little in common can be 
given the same diagnosis. Bentall (1993) proposes that symptoms 
should be the focus of diagnosis and scientific investigation. He 
does not seem, however, to be considering the different types of 
schizophrenia described by the DSM-IV, or the other diagnostic
Reliability is the extent to which different observers would agree about the 
diagnosis made (Bentall, 1990).
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entities with psychotic symptoms, such as bipolar disorder or 
schizoaffective disorder.
An alternative way of approaching diagnosis is proposed by Weiss 
(1990). Weiss (1990) suggests that the starting point for diagnosis 
should be underlying processes from which the symptoms arise, 
rather than the symptom based diagnostic approach that is currently 
employed. Weiss (1990) proposes that the starting point for 
diagnosis and treatment should not be the symptoms that are evident 
during acute phases of illness, but rather the cognitive information 
processes (IP) which underlie the formation of symptoms.
Diagnoses are currently based on the presentation of symptoms, 
however, the cognitive deficits associated with schizophrenia are 
frequently still present when the symptoms are absent. Weiss (1990) 
suggests that by addressing the IP through treatment planning and 
interventions, as opposed to just trying to treat the symptoms, people 
with schizophrenia may be helped to conceptualise their difficulties 
rather as problems with organisation of information and 
understanding rather than just “crazy ideas”. He proposes that 
gearing treatment and support around cognitive difficulties rather 
than psychotic symptoms may help clients both when they are 
experiencing active symptoms and when they aren’t, and may help to 
alleviate some of the negative stigma of being “crazy”. Like Bentall 
(1993), he believes that there is not one category of schizophrenia, 
and that whilst the cognitive changes are varied, they may be a 
better starting point for what he believes is a poorly understood 
psychiatric disorder characterised by changes in information 
processing and arousal. This belief is echoed to some extent in 
Freeman and Garety’s (2000) research in which they describe the 
differences in accounts of persecutory delusions^ and how there are 
differing descriptions and definitions of what persecutory delusions 
are.
® Persecutory delusions are the beliefs that people hold that others are going to 
cause them social, physical or psychological harm (Freeman & Garety, 2000).
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Bentall (1993) is among the authors that do not agree that there are 
clearly demonstrated cognitive deficits associated with schizophrenia 
and that neuropsychological abnormalities are diverse and non­
specific, which brings into question Weiss's (1990) approach to 
diagnosis and treatment. These arguments reflect the questions 
over the validity of the diagnosis. As Cunningham Owen (2000) and 
Hyman (2003) point out, there are no characteristic post mortem 
changes in clients diagnosed with schizophrenia and the structural 
changes seen through brain imaging are not only seen in those 
diagnosed with schizophrenia. This adds weight to the notion that 
schizophrenia may not be a valid disease entity in itself. Boyle
(2002) adopts a more radical approach and calls for clinicians to 
altogether abandon the notion of schizophrenia as a “brain disease” 
and to focus more on the social factors contributing to people’s 
experiences rather than privileging biological explanations.
Having considered the difficulties in validity and reliability in 
diagnosing schizophrenia, one could question whether schizophrenia 
exists at all and whether a new approach is needed to diagnosis and 
to how peoples’ experiences are conceptualised. However, people 
are still presenting to services with symptoms that cause them 
difficulty in their daily lives and which result in them being diagnosed 
with schizophrenia. These individuals and their carers and the 
professionals with whom they have contact still have to deal with the 
effects of diagnosis, even if the diagnostic process is a controversial 
one. So for the purposes of this essay, diagnosis as it is undertaken 
within the psychiatric medical model will be used as a starting point in 
order to explore how relevant it may be to them and what the benefits 
and difficulties of diagnosis will be. An exploration of this will take 
place below.
THE CLIENT’S PERSPECTIVE
In my experience of working in specialist adult mental health services 
(Forensic and Early Intervention in Psychosis), clinicians involved in
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client care view their clients' insight into their illness as being of 
primary importance both to their engagement with services and the 
treatment offered, but also to their prognosis. By telling people about 
their diagnosis, clinicians offer them a model which explains the 
symptoms they have been experiencing and also the reasons for the 
treatment they are offered. However, in doing so, their explanation 
may be at odds with the explanatory model the client has adopted 
and may raise other issues for the client, such as the stigma they 
may face in society, or the prospect of having to take antipsychotic 
medication.
People diagnosed with schizophrenia are more likely to deny 
explanations that their symptoms are related to their diagnosis when 
compared with other psychiatric disorders (Lysaker et al, 2005).
They are more likely to offer alternate interpretations of their 
symptoms, for example, they may attribute their ability to hear voices 
to a special talent, rather than attribute it to a “brain disorder”
(Lysaker et al, 2005). Within psychiatry this is frequently explained 
as a lack of insight, which has been found to lead to poorer treatment 
compliance and clinical outcome (Bartko, Herczeg & Zador, 1988). 
Lyseker and colleagues (2005) suggest that insight is also mediated 
by specific neurocognitive processes which may be affected by the 
illness. Their study found that poorer functioning on psychometric 
measures was associated with less plausible illness narratives. They 
linked less plausible illness narratives with greater social isolation. 
Lysaker and colleagues (2005) proposes that whilst for some this 
denial of illness may be linked to poor outcome, if the diagnosis is 
accepted, the prospect of requiring medication which results in 
enduring side effects can lead to despair.
Ronald Bassman (2000), a service user himself, argues that what 
others deem to be poor insight may reflect an alternative means of 
trying to gain control over ones life, and is not less valid. There is 
research which has found that denial of the medical model of mental
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illness may be adaptive for some people. One of the reasons offered 
for this (Warner et al, 1998 in Lyseker et al, 2005) is that once 
diagnosis is accepted people are exposing themselves to widespread 
stigma, which is associated with greater social dysfunction. Lyseker 
and colleagues (2005) propose that by constructing a personal 
understanding of schizophrenia around personal strengths as 
opposed to symptoms and other socially stigmatising features, 
patients may be attempting to ward off negative feelings and social 
stigma. In addition, they proposed (Lyseker et al, 2005) that insight 
and understanding of schizophrenia is based upon a narrative 
account which in turn is based on interpretations of past events and 
expectations for the future.
How people conceptualise their symptoms and whether or not they 
accept the psychiatric diagnosis of schizophrenia is sure to affect 
how they view themselves. Lobban and colleagues (2005) study on 
cognitive representations of schizophrenia found that people who 
had a strong illness identity were more likely to be anxious and 
depressed and those that had less faith in the controllability of the 
illness were more likely to be depressed. Those attributing mental 
health problems to factors other than mental health problems were 
less likely to adhere to treatment (Lobban etal, 2005). This research 
demonstrates how important clients’ sense of control over the illness 
is in treatment adherence. This sits at odds with Bassman's (2000) 
assertion that by denying diagnosis, patients may be trying to assert 
control over the illness by using their own narratives to explain their 
symptoms. One could argue that neither perspective is truly 
representative of all clients’ experiences. Different people are likely 
to have different mechanisms for gaining control over their illness 
and symptoms and different means of dealing with the potentially 
negative outcomes of being diagnosed.
One mechanism by which people can try to escape the stigma of 
mental illness and the potential assault on their identities through
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being labelled schizophrenic is through normalising their symptoms. 
The experience of hearing voices (auditory hallucinations) are one of 
the commonly noted symptoms in schizophrenia. However, the 
Hearing Voices movement suggest that auditory hallucinations, one 
of the primary symptoms of schizophrenia, are very common and can 
be viewed as a normal reaction to difficult or traumatic life events, 
and only become problematic when people are having difficulty 
coping with the experience. Thraenhardt (2006) asserts that the 
phenomenon of hearing voices is difficult to define, but that studies 
have found that the incidence if hearing voices in the normal 
population is fairly common. In addition, there may be cultural 
factors that influence the experience of hearing voices. Research 
conducted in the UK (Johns in Thraenhardt, 2006) found that 
hallucinations were up to 2.5 percent higher among Caribbeans 
compared to the white population. However, although hearing voices 
may be seen as part of normal human experience, in my own work 
experience some clients descriptions of their own voices portrays the 
confusion and distress they felt as a result of hearing voices. What 
may be important therefore is to consider clients, particularly those 
from ethnic minorities, own understanding of what their symptoms 
mean and perhaps more importantly, the level of distress their 
experiences cause them.
In one qualitative study, clients described the initial onset of their 
symptoms as catastrophic and described feeling confused and 
frightened (Barker etal, 2001). They also reported that they did not 
find the professional explanations offered to them as particularly 
helpful. They reported not feeling heard and that their own belief 
systems and opinions were virtually disregarded. They also reported 
that the descriptions offered to them of their symptoms were 
inadequate (Barker etal, 2001). However, the respondents in Barker 
and colleagues (2001 ) qualitative study also made positive 
statements about the usefulness of medication and also about how
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they had been able to positively accommodate their diagnosis within 
their self identity.
All of the points discussed above serve to highlight that there are not 
necessarily clear answers to the question posed in this essay. 
Diagnosing a person with schizophrenia presents both negative 
challenges for them, such as stigma, hopelessness and change in 
identity, as well as positive aspects, such as offering them a model 
by which to understand their symptoms. Of primary importance 
when considering the relevance of diagnosis is that through the 
process of being diagnosed, people are brought into a mental health 
system which can provide treatment to them, and the chance of 
being given medication, which for some people is a positive step 
towards recovery. However, what may be positive for some clients 
and there carers, may be negatively experienced by others. In the 
next section I will explore the carers perspective.
THE CARER’S PERSPECTIVE
In discussing carers in this section of the essay, the focus will be 
primarily on family who act as carers for clients diagnosed with 
schizophrenia. This is in order to balance the perspective of the 
essay between professional staff employed with the health sector, 
and unpaid carers personally attached to patients. Whilst there is a 
lot of research on family coping after diagnosis and the effect the 
family has on the person diagnosed, there was not much research 
done on either clients or carers’ reactions to diagnosis or into what 
they see as relevant (or not).
One of the aspects of family carers that has been more rigorously 
researched is the area of expressed emotion and the effect it can 
have on clients’ prognosis. It has been found that family carers of 
people with schizophrenia attribute patient problems to more internal 
and personal factors which are viewed as more controllable 
(Barrowclough et al, 2005). Family carers appraisal of patients
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behaviours influence their responses to the people they are caring for 
and this in turn influences the patients rate of relapse (Lobban etal, 
2006). Unfortunately, this study had small sample sizes, which may 
mean the findings are not representative of all families. This raises 
the question of whether a better understanding of symptoms and 
diagnosis may contribute to more informed appraisal of patients’ 
behaviours and more positive responses towards behaviours.
One has to be careful not to portray an attitude of blame towards 
families and their roles as carers as they have complex difficulties to 
cope with when they are caring for a family member diagnosed with 
schizophrenia. Due to the episodic nature of the illness, caregiving 
may be erratic and unpredictable. In addition, since 
deinstitutionalisation, care needs to be provided over the long-term, 
which may take a toll on family carers (Nystrom & Svensson, 2004). 
The role of caring can impact on families leisure and social activities, 
and patients may present with behaviours that are difficult for the 
family to manage, such as deficits in self-care, aggression and 
reclusiveness (Nystrom & Svensson, 2004). Following a diagnosis, 
usually in late teens or early twenties, family life is often disrupted 
and the trajectory of the family and the person diagnosed may be 
altered (Techinsky, 2000). Qualitative research into the experiences 
of parent caregivers found that following diagnosis, fathers worried 
about their children’s’ futures and had an acute sense of loss about 
what their children may have achieved had they not been 
schizophrenic (Nystrom & Svensson, 2004).
Families are reported to first notice changes in their children’s 
behaviours which may include hostility, suspicion, social withdrawal, 
and bizarre behaviour (Techninsky, 2000). Nystrom and Svensson’s
(2004) qualitative study into the lived experiences of fathers caring 
for an adult child with schizophrenia describes the shock and stress 
experienced by the respondents when their children first developed 
symptoms, particularly since the symptoms were frequently not
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understood by the family, nor did they understand how to get help. 
However, once the diagnosis is made, carers may have other 
challenges to face.
Techninsky (2000) says that although the diagnosis may provide the 
family with prognostic and treatment information, they then have to 
deal the social stigma of mental illness. The stigma they face may 
cause them to avoid talking about the illness and they may deem 
themselves social outcasts, potentially creating a barrier between 
them and mental health services (Techinsky, 2000). Breaking down 
this potential barrier is not assisted if carers do not feel included or 
considered by mental health professionals.
McGill and colleagues (1983) said that mental health professionals 
frequently neglected to educate family members on the symptoms, 
causes and treatment of schizophrenia. This often left family 
members misinformed, and poorly equipped to contribute towards 
treatment. Their study aimed at comparing the knowledge of those 
involved in an educational intervention with those who did not. They 
found that increased knowledge enabled them to contribute better 
towards care and assist patients in adjusting following admission. 
This seems to be important because Jeppeson and colleagues
(2005) study into families integration into treatment found improved 
satisfaction in the family members of people recently diagnosed after 
they had been integrated into the treatment of their family member. 
One could therefore argue that if diagnosis is sensitively handled it 
may provide an opportunity to educate family about the clients’ 
symptoms but also ideally create and opportunity for them to become 
integrated into the clients’ care. This may be part of the role of the 
clinical psychologist, whose perspective will be explored below.
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THE CLINICAL PSYCHOLOGIST’S PERSPECTIVE
The medical model which is what has been used to describe 
schizophrenia up to this point has been challenged by social and 
psychological explanations.
Boyle (2002) says that clinicians can be pulled between the medical 
model based understanding of schizophrenia as a brain disorder and 
alternative models of explanation.
We are seldom the first clinicians to see clients with schizophrenia.
In my experience, they will usually have been seen by a psychiatrist 
in order to be diagnosed and will have had contact with nursing and 
possible social services prior to being referred to psychological 
services. Even this initial contact can be fraught, as dilemmas 
around telling patients their diagnosis are not only found in clinical 
psychologists (CP). In one study it was found that only 59% of 
psychiatrists studied would tell their patient the diagnosis in a first 
episode (Clafferty, McCabe and Brown, 2001). NICE (2002) 
recommend an early assessment by a consultant psychiatrist, and 
also the recommend the involvement of specialist interventions, such 
as psychology. NICE (2002) also recommends that clients should be 
provided with information about schizophrenia and its treatment. 
Considering the research just quoted, this is clearly not always the 
case.
NICE’S recommendation seem to implicitly reinforce the benefit of 
diagnosis, so that specific diagnostic related information can be given 
to people to help them to make sense of their experiences, although 
the recommendation that clients be encouraged to write an account 
of their illness in their clinical notes places an emphasis not only on 
the importance of medical diagnosis but also on the narrative of the 
client.
NICE (2002) also provides specific recommendations about what 
psychological therapies should be undertaken (cognitive behavioural
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therapy and family interventions) and some which may be useful if a 
preference for them is expressed by the client. These 
recommendations are based on the existing evidence base for 
treatment of people with schizophrenia. One can ask the question of 
whether the research could have taken the form it has, if there was 
not a defined diagnostic category to research in the first place. As 
CP’s, we are expected to conduct research to contribute to the 
existing knowledge base. The evidence gained from research should 
be used to inform our interventions, and the outcomes of our 
interventions should be measured. This process would be difficult to 
do if there was a lack of diagnostic categories based on clearly 
defined criteria.
Unfortunately, whilst psychologists have been active and sometimes 
vocal in the ongoing debate around the relevance of the diagnosis of 
schizophrenia, and continue to contribute to the evidence and 
knowledge base, I was unable to find research specifically on their 
responses to the diagnosis of schizophrenia. I will therefore offer 
some personal reflections based on my own experience of working in 
mental health services.
In considering the relevance of diagnosis to CP, perhaps it is more 
useful to examine how we can help people to cope with the 
symptoms that have brought into contact with mental health services. 
In my own experience of working with people with a diagnosis of 
schizophrenia, I found that clients differed in their approach to 
diagnosis. I had to consider when working with clients that they 
frequently were from different ethnic groups than myself and also that 
having never had any of the symptoms they were describing, I did 
not hold the knowledge and understanding that they did. Some 
clients described finding it useful to be given an explanation for their 
symptoms, while others rejected the explanation or diagnosis offered 
to them. What they reported finding useful was having the 
opportunity to explore their experiences and the meanings they
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ascribed to them within the safety of the therapy room setting. 
Perhaps this is what we as CP’s need to focus on. Clients frequently 
requested to be told their prognosis which due to the unpredictable 
course of the illness was not possible to do. I found this quite a 
challenge as I wanted to present the information in an accessible 
way as well as in a way that did not leave the client feeling hopeless 
and despondent. I was therefore clear about how different the 
course of the illness is for different people. While we are not usually 
called upon to make diagnoses ourselves, how we help clients to 
adjust following a diagnosis may be more our remit and the aspect 
within this debate that we should focus on. As useful as NICE is a 
informing our interventions, in my opinion, we must still approach 
interventions on an individual basis and tailor them according to the 
needs of our clients. I have, at this point, reached the conclusion that 
diagnosis is relevant to CP’s, even if we view our role as helping 
people to adjust to it.
THE PERSPECTIVE OF THE SERVICE MANAGER
Service managers face a great deal of pressure to manage their 
service’s provision of care. This is complicated not least by the multi­
agency, multi-disciplinary nature of mental health teams currently. 
Service managers are required to gain multi-agency agreement on 
policies around a number of factors, such as professional roles and 
target client groups (Hannigan, 1999). Pathways to care and unified 
case management protocols have to be developed in order to 
provide the best care for users of mental health services and all 
within the budgetary restraints of the NHS.
Jones (2001) defines the care pathway as a “single care document 
which outlines the problems, interventions and outcomes for a 
diagnosis related group”. The NHS has placed greater emphasis on 
creating less clinical variation in managing patient groups, thus the 
creation of care pathways for people with schizophrenia. This Jones
(2001) says is difficult however, due to the difficulty in predicting care
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and treatment in people diagnosed with schizophrenia. As discussed 
earlier, people diagnosed with schizophrenia are not a homogenous 
group and there is wide variation not only in symptoms but also in 
prognosis. Some people will have only one episode and others may 
have a more chronic presentation. This makes care planning difficult 
from a management perspective. Whilst the NICE Guidelines for 
schizophrenia reflect a more systematic approach to care, they may 
not be suitable for all clients, as discussed above in the context of 
psychological therapy.
The very starting point for creating protocols, care pathways and 
service planning in general is research conducted on groups based 
on specific diagnostic categories. Without a diagnostic category to 
guide investigation, it would be difficult to develop an evidence base 
through systematic research. This may be a strong argument in 
favour of diagnosis. It may be more useful from the wider NHS, 
service management and academic perspective, but may be less 
useful for individuals and their families.
The NICE guidelines were intended to build on the National Service 
Frameworks for Mental Health and should form part of service 
development plans, which makes them relevant to service managers 
in the NHS. In addition, to implementing NICE (2002), there is an 
expectation that clinical audit be undertaken at a local level to 
monitor the level of compliance with the guideline. As the NHS is a 
large organisation serving the public we are ultimately responsible to 
the public and need to demonstrate the effectiveness of the service. 
This is done in part through the audit process. Service managers are 
partly responsible for the audit process and for ensuring that 
guidelines are being met. As part of the audit process, specific client 
groups are monitored, and these groups are frequently defined by 
diagnosis. Therefore, diagnosis of schizophrenia may be useful for 
service managers.
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In addition, care provision and service development inevitably takes 
place within tight budgetary constraints which the service manager 
has to manage. Again the conclusion I have reached is that 
diagnosis is relevant to service managers as it provides a defined 
criteria against which they can determine what service they need to 
provide for all groups accessing the service including those that are 
vulnerable and potentially difficult to engage. Following the provision 
of services, they need to be monitored through mechanisms such as 
clinical audit.
CONCLUSION
In conclusion, whilst there are difficulties in the reliability and validity 
of the diagnosis of schizophrenia. These may need to be addressed 
through further research and possibly through a change in the 
structure and categories of the diagnostic classification system. I 
don’t believe that this in itself is a reason to abandon the diagnosis 
altogether, as the reality is that there are people who are 
experiencing distress as a result of symptoms associated with 
schizophrenia. Rather, we as clinicians can approach diagnosis in a 
different way that accommodates clients’ narratives and explanations 
for what they are experiencing. The two need not be mutually 
exclusive. We frequently need to adapt our own knowledge and 
professional narratives around the lived experiences and context of 
our clients, for example when working with people from other ethnic 
groups to ourselves. These considerations apply both to the clients 
and the family carers involved in their care. This is the point at which 
as CP’s we can play a role in mediating between the medical model 
which predominates in the wider service, and the narrative of the 
clients we are working with. This can be done through educating 
other clinicians about the psychological theories (incorporating social, 
developmental, behavioural, interpersonal and cognitive theories) 
that may be more flexible at incorporating varied narratives and 
explanatory models. Finally, although I believe that diagnosis is
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relevant, I also acknowledge that there are many people for whom it 
is less relevant and for whom it may raise challenges.
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THE PROCESS OF THE PBL EXERCISE
The aim of the PBL exercise was to develop a presentation which 
represented our relationship to change. There were eventually 
seven of us in the group (one person joined in the fourth session) 
which was facilitated by a member of the course team.
In the first meeting we each offered a brief personal account of a 
significant personal experience of change. We each gave quite 
different accounts but we realised after listening to each others' 
stories, that there was a theme that ran through them all. The theme 
was that of moving -  either country or geographical area, and the 
challenges that moving brought to each of us. In the final 
presentation, three of us presented our personal narratives of 
change; two group members were the narrators (presenting the links 
between the narratives and the theoretical perspectives we used); 
one person described the group process and our experience of being 
in the group; and one member gave an account of her personal 
experience of mindfulness and then finished off the presentation with 
an exercise in mindfulness.
We met every week to develop the presentation and between 
sessions we had writing and theoretical reading in preparation for the 
presentation. We tried to incorporate quite a number of theories 
before realising in later sessions that we were not being focussed 
enough and that presenting too many theoretical perspectives might 
be too fragmented for the audience. Eventually we settled on three 
theories that could be used to explain aspects of our narratives. In 
my personal account of change, I had two minutes in which to relay 
my experience and feelings about immigrating to England and 
leaving my community and culture behind me and the challenges one 
faces in being the foreigner in another culture.
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MY EXPERIENCE OF THE PBL EXERCISE
We started the exercise very soon after starting the course and so it 
was quite difficult to start the first session by sharing a personal 
experience with a group of virtual strangers. It was hard to gauge 
before reading my narrative how personal it ought to be and how 
exposed I might feel in sharing it with our small group, let alone the 
larger year group at the presentation. Fortunately, our group felt like 
a safe space because group members were supportive and 
accepting. They weren’t judgemental and I felt that they respected 
that I had my own individual experience of change that was neither 
right nor wrong.
It very soon felt like we were friends meeting every week, this was 
and still is significant to me because as a foreigner to this country I 
have experienced feeling isolated and at times misunderstood. 
Experiencing the group as a place in which my difference was both 
valued and accepted was important to me and was a very positive 
experience.
GROUP DYNAMICS
Our group was fortunate in that we didn’t have problems forming 
relationships with each other or on agreeing on how to approach the 
task. We all endeavoured to accommodate each person and allow 
everyone in the group to decide what role they wanted to take. This 
was evidenced by how successfully and almost seamlessly we 
managed to accommodate a new member. Before she joined us we 
spoke about how difficult it might be for her to join an existing group 
and I think talking about it throughout the process helped all of us to 
feel that her joining was managed sensitively and successfully.
In the beginning of the seven sessions, the three group members 
presenting personal narratives seemed to be more represented 
within the presentation. Some members didn’t want to present 
personal narratives, but possibly felt that because they weren’t, they
46
may be marginalised in the process of developing and presenting our 
relationships to change. However, this was negotiated and we 
realised that all the roles were very important because we all 
contributed to providing a coherent structure to the presentation.
The only difficulty that stands out in my mind was the role of the 
group facilitator (a member of the university staff team). I think that it 
was difficult for him to join a session after being absent for two 
sessions because there was a feeling that perhaps he was a bit of an 
outsider, both because he wasn’t a member of our year group and 
because he hadn’t been present when we developed the core ideas 
of the presentation and bonded as a group. It is also possible that 
being of a different gender (male) to the rest of us may have been a 
factor in us seeing him as different to us. However, we were able to 
take his suggestions and adapt our presentation to incorporate his 
ideas to some extent.
One of the primary considerations of the group was to respect each 
others’ diversity, and I feel that it was that ethos which made the 
process both enjoyable and successful. This is the most important 
lesson I learned from the group and one that I will endeavour always 
to think about in my work with clients. We were aware that there was 
conflict in some of the other groups. We decided that what was most 
important was that we developed cohesion within the group and that 
the presentation itself was almost secondary to that. I feel that this 
approach is underpinned by evidence that suggests that regardless 
of the therapeutic approach used, there are a number of common 
factors that bring about positive change in our clients. One of these 
is the therapeutic relationship. The research and debate on this has 
been ongoing since the 1930’s and is summarized in Duncan’s
(2002) paper, titled The Legacy of Saul Rosenzweig: The Profundity 
of the Dodo Bird. I think that our group’s focus on our relationships 
with each other helped to bring about positive changes in me, in that 
I was able to trust the group and therefore explore my own
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perceptions and feelings about the changes that have taken place in 
my life.
THEORY LINKS
“Narrative therapies recognise the natural ability that people have to 
possess, to generate, and to evolve new narratives and stories to 
make sense of their experiences” (Dalles & Draper, 2003, pp.107).
The theory that was linked to my story of change was the narrative 
approach to therapy (as an approach which falls under the umbrella 
of systemic theory). Although this is not an approach that I am using 
in my clinical work currently, it is one that I try to hold in mind. In 
terms of the personal account I presented, the approach resonated 
with me because it allowed me to feel that I was able to create my 
own meaning and explanation of myself, my life and my feelings 
about change. It is an approach that also encourages people to think 
about culturally shared narratives as well as family traditions (Dallos 
& Draper, 2003). The approach recognises that both everyday and 
therapeutic activities produce change (which is centred on 
conversation) and that “validation and confirmation” from others is 
essential to change (Dallos & Draper, 2003). I value the approach 
because of its consideration of cultural diversity and because I agree 
that validation is essential to positive therapeutic and interpersonal 
relationships. I experienced our group as validating, which further 
reinforces this notion for me.
In reading chapters in the book Multiple Voices: Narrative in 
Systemic Family Psychotherapy (1997), edited by Renos K 
Papadopoulos and John Byng-Hall, I felt that there were ideas which 
reflected how I felt about myself and my place in the PBL. The final 
chapter, written by Papadopoulos & Hilderbrand (1997, In 
Papadopoulos & Byng-Hall, 1997) about their experiences of working 
with refugees and their own status as immigrants seemed very
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relevant to the PBL process for me. The authors included in their 
chapter some descriptions of their own experiences of moving 
country which I felt validated my feelings about how profound the 
experience of immigrating has been for me. It reminded me to 
always think of the context in which my clients live and that I bring 
myself and my own experiences into the therapy space. As an 
assistant psychologist in East London working with many clients from 
ethnic minorities, as well as spending most of my life in Africa, lies at 
the heart of my understanding of context and I hope that it has led 
me to always consider it in the work I do.
WHAT I HAVE LEARNED
In the context of multi-disciplinarv teams in the NHS:
In order to optimise one’s work it is essential to work effectively within 
the team as this is the best way of providing comprehensive care to 
service users. Based on my experiences of the PBL, I believe the 
following characteristics and attitudes may contribute to good team 
working.
• Listen to each team member when they speak.
• Realise that each person may have different perspectives, 
and that these perspectives have value and contribute to the 
group and its aims.
• Be polite, warm and friendly to group members.
• Acknowledge the work and contribution of others.
• Be willing to negotiate points of disagreement.
• When new people join the group it is important to make them 
feel welcome and that the group will endeavour to 
accommodate them.
In the context of mv individual clinical work:
Through having to write and present my own personal narrative of 
change to both my group and also the wider year group of
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colleagues, I gained the following insights into my clients’ experience 
of therapy.
• One can feel emotionally exposed and vulnerable when 
sharing personal information, which might be how clients feel 
in therapy.
• This feeling of exposure can be increased when one doesn’t 
know the person you are telling your story to, but also that it 
can feel easier over time.
• It feels supportive when another person allows you to tell your 
story and when you feel it is being listened to.
• Don’t make assumptions - every person has their own context 
(language, culture, family origins, living situation etc) and one 
may not know very much about it or understand it well.
• One theoretical perspective or therapeutic approach cannot 
be applied to every client.
• Being able to establish a trusting relationship is essential to 
sharing personal information.
• At the beginning of the exercise we asked our audience to 
respect the personal nature of our narratives and therefore to 
respect our confidentiality. This reinforced to me how 
important it is to guard the confidentiality of our clients.
STRENGTHS AND WEAKNESSES
I feel that there were more strengths to the groups’ approach than 
there were weaknesses. Our main strength was the effort we all 
made to listen to each other and accommodate every persons’ 
perspective and preferences. Another strength was to focus 
primarily on establishing positive relationships with each other.
Using theoretical approaches that encourage the recognition of 
individual narratives and diversity was another strength. One of our 
weaknesses was not to plan time properly as there was a bit of a 
rush towards the end of the exercise. It was not a very effective 
strategy to have the narrators try to write the theoretical sections on
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their own, however we corrected this later by collaborating more in 
the writing of the presentation. I also feel we may have been able to 
find a more comfortable way of negotiating our relationship with the 
facilitator. On the whole, positive comments from our audience after 
the presentation reflect the overall success of the endeavour.
51
REFERENCES
Dallos, R & Draper, R. (2003). An introduction to famiiy therapy. 
Maidenhead: Open University Press.
Duncan, B. (2002). The legacy of Saul Rozenzweig: The profundity 
of the Dodo bird. Journal of Psychotherapy Integration, 12(1), 32- 
57.
Papadopoulos, R. & Hildebrand, J. (1997). Is home where the heart 
is? In Papadopoulos, R. & Byng-Hall, J. (eds.) (1997). Multiple 
voices: Narrative in systemic family psychotherapy. Great Britain: 
Redwood Books Ltd.
52
PROBLEM BASED LEARNING REFLECTIVE 
ACCOUNT (PBL)
COURSE 34 YEAR 2 
2007
LEARNING DISABILITIES
53
GROUP MEMBERS
The group was made up of seven second year Psych.D trainee 
clinical psychologists and was facilitated by an external clinical 
psychologist, currently working in a learning disability service in the 
NHS. The group membership was closed and stable, although the 
facilitator was new to the group and left the group shortly after the 
PBL exercise. In addition, one group member was due to leave the 
group (due to maternity leave) a few months after the PBL exercise. 
Other than the facilitator, the group members had been in a group 
together for a year and had completed (a year previously) a similar 
PBL exercise.
The group members were both ethnically and culturally diverse (two 
are from different countries). This meant that we all brought different 
perspectives to the exercise. I assume that all of us had different 
family and cultural contexts that informed our values and ideas 
around parenting and families and which impacted on how we 
approached the PBL exercise. This added richness to the narratives 
we contributed but may also have led to differing ideas about how we 
viewed families in the context of the exercise.
PBL FORMAT
The group met for six sessions prior to doing a twenty minute 
presentation to the rest of our year group. Three of the sessions 
were facilitated and three were not. We were given a case vignette 
which described a family consisting of two parents, both with learning 
disabilities and their twin daughters. We were asked to design a 
presentation which considered the issues around a parenting 
assessment and the possible removal of the children from the care of 
their parents who were having difficulty in coping in their roles as 
parents. We chose to present the case in the format of a news 
programme which explored the pros and cons of the children staying 
with their parents. Group members took different roles (i.e. news 
presenter, social worker, advocate, psychologist) in the news
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programme, some of which was pre-recorded and shown as a video 
clip.
PROCESS OF DEVELOPING THE PRESENTATION AND GROUP
DYNAMICS
In the first session, our new facilitator joined us and we immediately 
launched into discussing the case and planning the presentation. 
During this session, she was quite directive and frequently referred to 
what her group the previous year had done for their presentation.
The first session did not get off to a particularly good start because 
she did not introduce herself, and had to be asked to do so half way 
through the session; nor did she ask us about our group and our 
hopes and expectations for the group. This was an oversight on her 
part, but coupled with her more task focussed and directive style, this 
was experienced quite negatively by the group as we had felt in the 
first year that the facilitator had been too directive and did not focus 
sufficiently on process issues within the group. Dallos (2006) said 
that according to systems theory, human interaction involves a 
process of mutual influence that is based on feedback. This is a 
circular rather than a linear process. I wondered whether historically 
there was a lack of feedback between facilitators and group 
members and whether this negatively impacted on the nature of our 
interactions and our experience of not feeling heard. According to 
Dallos and Draper (2000) the therapeutic alliance is central to the 
success of therapy. Whilst we were not undertaking group therapy, 
the nature of the therapeutic alliance was relevant to the dynamics of 
our group, particularly with regards to the relationship we had with 
the facilitator. We relied on the facilitator to contain and facilitate a 
positive group experience; therefore there were parallels with the 
relationship within therapy. We reflected together after our first 
session and expressed our concerns about our experiences from the 
previous year being replicated and we decided to be more assertive 
in the following session by voicing our expectations for the group and 
the facilitator. We also decided to draft a rough plan for the
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presentation prior to the next session as a way of gaining more 
control over the process. In doing this we mirrored her behaviour 
and slipped back into our own behaviour from first year of becoming 
very task focussed.
In our first meeting without the facilitator there was quite a lot of 
conflict between group members over the differing positions we held 
over parenting and whether we thought the children (in the vignette) 
should have stayed with their parents or whether they would be 
better off in care. I felt during the debate that some of the group 
members may have been quite naïve in thinking that social services 
and the NHS were capable of providing the amount of support that 
the family would need, and the reality of having to provide the 
support on a large scale to so many families. There are an estimated 
250 000 parents in the UK with a learning disability, and their children 
are vulnerable to a number of difficulties (Emerson etal, 1998). 
Without adequate support, the children may be vulnerable to abuse, 
unintentional neglect, developmental delay and poverty (Emerson et 
al, 1998). This influenced my opinion that whilst from a human rights 
perspective people with learning disabilities should have the same 
opportunities as anybody else (including being parents), in reality due 
to limited resources, few families would actually have the levels of 
support required to raise children adequately. The debate then 
widened into a discussion about the responsibilities of parenthood, 
and whether it should be viewed as an automatic right (to be parents) 
or whether people should be sure that they are in the position to 
provide a reasonably stable environment in which children can thrive. 
These were issues for which there were no clear answers, and the 
debate in the group was cut short because of the necessity to move 
onto the task of completing the presentation. The debate led us to 
decide to present the issues in a slightly more neutral way and we 
did not position ourselves as either for or against the children being 
taken into care. This was left to the audience to decide. We did this 
in line with the ethos that the group has had from the beginning -  that
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we should always be able to hold our own opinions and that we do 
not always have to have group consensus entirely. Rather we have 
always hoped that all group members' positions are accommodated. 
Even if this meant friction between members at times! Again it felt 
that the group process was thwarted by having to focus on a specific 
task, rather than on the process of the group and the relationships 
between members. Despite tension between some members, we 
were able to continue to prepare the presentation in good time, using 
the time available efficiently by dividing up tasks.
After the PBL exercise was completed, we reflected on the process 
of the exercise with our new group facilitator (who started after the 
exercise was completed). We spoke about the different roles we had 
in the group. The group reflected that as I am quite quick to speak, 
the group rely on me to fill the quiet spaces in the group. I reflected 
that I was not forced into that role, but that I had also chosen it to 
some extent. My reflection was that I should do this less, as I think it 
may negatively impact on other group members readiness to speak 
and therefore other peoples’ voices may not be heard as much as 
mine. They said that they appreciated my openness at expressing 
my views and also my sense of humour. We reflected that we all 
used humour and that is helped towards a positive and relaxed 
atmosphere in the group. It was also a useful way of diffusing 
tension. All of us discussed our roles and we reflected afterwards 
that we had found it quite awkward to do so, but fortunately, we felt 
able to say that and the discussion was an open one. It has felt to 
me that the group has become more close and united. We seem to 
have survived the friction between us during preparing for the PBL 
and may even have brought us closer because it has allowed us the 
realisation that our relationships could survive a disagreement and 
that the group would not collapse as a result of it. It feels to me that 
we will continue to develop as a group and that in the future we will 
be able to reflect on the group processes with even greater depth.
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CLINICAL APPLICATION
Whilst on my learning disability placement I have not had the 
opportunity to be involved in a parenting assessment and none of my 
clients were parents. Therefore the knowledge I gained during the 
PBL exercise was not used directly in my clinical work. However, the 
experience of being in the group and having to negotiate with other 
group members over differing perspectives (rooted in our own value 
systems and which developed as a result of our own life context) 
helped me to work closely within a multi-disciplinary team with people 
who may not hold the same perspective as myself. This is an issue 
that I believe is bound to arise in the context of working as part of a 
team, helping clients who present with complex problems. I found 
that the exercise prompted me to challenge some of my own 
prejudices and I think as a result I may have approached some of my 
clinical work in a more open minded way than I would have before 
doing the PBL. For example, I found myself hoping that a client's 
desire to get married and live with her fiancé would be realised 
through the ongoing support of the learning disability services 
supporting her, despite the reservations of her parents.
STRENGTHS AND WEAKNESSES
The group and many of the other members of our year group were 
very disappointed that there were not more representatives of the 
courses academic department at the presentations. This led to 
discussions about how to make the process more relevant to us, and 
apparently to them too. I wondered if it would not be better for each 
group to be given a different topic so that the presentations did not 
end up as similar and repetitive as they did this time. As a group, I 
wondered if more time spent on process may have allowed us to 
develop a deeper understanding of each other and the group 
dynamics, which could facilitate safer and more honest discussions 
about some of the issues we face as clinical psychologists. Although 
I think that as a group, we are getting better at being able to do this. 
Perhaps having a new facilitator was not containing enough and so
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facing difficult ethical issues in the group was more challenging than 
it would have been had we had a long-term stable facilitator, with 
whom we felt safe and contained. However, there may be a positive 
aspect to this too, in that the group members developed close 
relationships with quite high levels of trust between us, which may 
have inadvertently been aided by the difficulties in our relationship 
with the facilitator we had in the first year of the group. One of our 
strengths as a group was our ability to work in a focussed and 
productive way. We were able to divide the work up and complete 
the task in good time and effectively. Upon reflection, whilst the 
process was difficult at times, it was a worthwhile exercise in terms of 
how it stimulated debate between us and moved the group on into 
engaging in more frank interactions.
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INTRODUCTION
Our case discussion group (CDG) has undergone quite a significant 
change in the new academic year. Not only do we have a new 
facilitator, but we have a new group member after an old group 
member opted to leave the group. This has presented some 
challenges which will be reflected on in this account in the context of 
the problem based learning (PBL) exercise we undertook.
GROUP MEMBERSHIP
The group consists of six third year trainee clinical psychologists and 
is facilitated by a member of the university’s academic staff. The 
membership had changed as we were starting the exercise so our 
relationships with each other seemed to have become more tentative 
while we worked at accommodating a new member after a member 
left the previous year. This disrupted the group and I feel that trust 
and containment within the group may have been compromised as a 
result. Therefore accommodating a new member must have been 
difficult for both him and us bearing in the mind the tensions within 
the group at the time, and the fact that we were not able to discuss 
what had happened in the group the previous year and how we felt 
about it.
STRUCTURE OF THE PBL EXERCISE
We were given a vignette describing a family of Pakistani origin, with 
one family member presenting with possible dementia. We were 
asked to develop a 20 minute presentation around this family and the 
presenting problem. We met and discussed the presentation initially 
with our group facilitator and then met on a number of occasions 
separately from the facilitator before presenting to our year group 
and members of the academic staff team.
We decided that as the presenting problem was quite complex due to 
issues of culture and diversity, as well as the lack of clarity about the 
named client’s difficulties, we would not attempt to provide solutions
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to the presenting problem but would rather explore the issues known 
at the time of referral. This approach allowed us to adopt a curious 
position about the family without jumping to provide solutions before 
having reflected on the client. This may have left some of our 
colleagues attending the presentation feeling that we had avoided 
the issue of the gentleman’s possible dementia. We explored 
possible cultural factors relevant to the client by exploring the 
narratives of the various family members, and introduced the voices 
of a psychologist and an occupation therapist to highlight some 
service and professional issues around the referral.
The family members represented in the presentation were the father 
(referred client), Mr Khan and his two adult daughters and white 
British son-in-law. Each person spoke from their character’s 
perspective, which highlighted some of the dilemmas the family 
members may face, particularly since they held quite different 
opinions about Mr Khan’s difficulties. Mr Khan was represented as 
wishing to follow a lifestyle more typical with how people in Pakistan 
live and had a strong sense of his cultural identity. Each daughter 
we represented was positioned differently in relation to their cultural 
identity. One daughter lived in Pakistan with her husband through an 
arranged marriage and represented what may be thought of as a 
more ‘traditional’ role as wife and mother. The other daughter was 
married to an English man, worked as a journalist and was very 
much accuiturated to the dominant culture in the UK (Berry, 1997). 
We sought to represent how the differing cultural perspectives within 
the same minority ethnic family may influence how they approached 
the care of an elderly relative.
Presenting a broader perspective was greatly helped by reading I did 
for the presentation on acculturation (Berry, 1997) in preparation for 
the narrative account I wrote. In summary. Berry (1997) says that 
acculturation is a “process involving two or more groups” that has an 
impact on both, but which has a “greater impact on the nondominant
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group”. His theory describes the strategies adopted by ethnocultural 
groups and larger society, with the primary issues being firstly the 
relationships sought among the groups and secondly, the 
maintenance of culture and identity. He said that individuals adopt 
different attitudinal positions about where they place themselves in 
relation to the dominant culture and their own culture. For example, 
individuals may wish for assimilation to the dominant culture; 
separation from it; integration (in which some of their cultural identity 
is maintained); or marginalisation (often as a result of exclusion or 
discrimination). We used this theory to position the family members 
we represented in our presentation as it provided a range of potential 
responses and therefore we were not representing the cultural group 
from a one dimensional perspective. Berry (1997) also helped me to 
consider how the dominant cultural group does, or doesn't adjust to 
accommodate new members that are not initially part of their group.
I think that this thinking can be applied when considering wider social 
issues but also when considering how small and medium groups 
respond and adapt to new membership, particularly when the person 
is different to them in some way.
I found myself reflecting on how a new member, who is both 
ethnically different and of a different gender, was accommodated in 
our CDG and indeed what adjustments he had to make to be able to 
fit into the existing group.
DEVELOPMENT OF THE EXERCISE AND GROUP PROCESS
The new group member entered the group and was not accustomed 
to our way of approaching tasks. After having worked together for 
two years and completed two previous PBL exercises, we had our 
own established way of approaching tasks. We had tended in the 
past to privilege an approach that accommodated the particular 
strengths and weaknesses and way of working of each member.
This meant that our approach was quite flexible and relaxed. The 
new group member was obviously not aware of this process, and I
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wonder whether it could have been quite challenging for him to work 
out the subtle and unspoken rules in the group. At times it felt like he 
had a different agenda to the rest of the group, which may have 
added some tension. We could have eased this process by being 
more explicit in explaining how we had approached tasks in the past 
and then negotiated about how he would like to adapt this process. 
This process may have been further complicated by the fact that he 
was the only male member in what had always been an all female 
group. On reflection, this may have proved an additional challenge 
for him. However, we were able to adjust our way of working and 
quite easily came to decisions about how to approach the task and 
were able to keep to the task well and prepare the presentation in 
good time.
Our group is probably the most ethnically diverse, as two members 
are not British born and another member is from an ethnic minority. 
This meant that in developing our presentation we seemed more 
comfortable to speak using the hypothetical voices of the various 
characters in the family in the vignette. Other groups did not seem to 
feel comfortable enough to do this. In the development of the 
exercise we talked through these issues and explored some the 
more specific aspects of the cultural group we were representing in 
the presentation in an open way and therefore did not feel that our 
characterisation was culturally disrespectful in any way. We 
represented quite diverse perspectives, informed by literature (Berry, 
1997; Reynolds & Pope, 2001 ; Suhail & Chaudhry, 2004) rather than 
just representing a very narrow stereotyped view of the cultural group 
we represented. For example, in the Suhail and Chaudhry (2004) 
paper, they describe how religious affiliation increases life 
satisfaction in people in Pakistan, which could be relevant to Mr Khan 
who was described as cut off from the religious community he had 
previously been involved with.
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RELEVANCE TO CLINICAL WORK
Previous clinical work informed my decision to focus on discovering 
more about the client's context first rather than focussing on possible 
solutions at such an early stage when so little was known about him. 
Based on my experience working with an older adult in a learning 
disability service, I found it useful to think with his care team about 
his life context and his whole identity first before thinking about 
planning and undertaking interventions. This approach worked well 
at the time as it grounded later interventions in the context of the 
client, his family and carers and therefore could be viewed as more 
person centred.
In addition to drawing on previous clinical experience, the exercise 
informed ongoing clinical work. During the clinical placement I was 
on at the time of this PBL exercise, I assessed a client from a Muslim 
minority ethnic group. Some of the acculturation issues explored in 
Berry's (1997) paper, such as how she would view herself in relation 
to the dominant UK culture and also to her own minority ethnic group, 
as well as my experience preparing for the exercise certainly 
informed my thinking with that client. Primarily, this exercise 
encouraged me to approach my clinical work with people from ethnic 
minorities with an open mind in terms of how they view their ethnic 
identities and cultural group. I approached the client's ethnicity and 
cultural identity with curiosity and invited the client to explain cultural 
issues to me. This allowed her the space to think about cultural 
issues which she felt had strongly influenced some of her earlier life 
choices and continued to have an impact on her difficulties within her 
family group.
PERSONAL REFLECTIONS
I noticed that my engagement in the group dropped substantially 
from what it had been before. After the difficulties of the previous 
year, I was not sure where we all stood with each other or whether 
alliances had been formed that may polarise the group. This left me
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feeling that I could not trust the space the group provided. I think this 
had a severe impact on my level of motivation in completing the 
exercise. I feel that before the new group member had joined us, we 
should have had a facilitated meeting to help us process what had 
happened the year before, as we were not able to do this once he 
had joined as it would have compromised the confidentiality of the 
group.
CONCLUSIONS
In this presentation we chose to focus on issues of culture and 
ethnicity rather than more specifically on aging. We felt that the 
family members would have differing perspective of care based, in 
part, on how they positioned themselves in relation to their ethnic 
identity (Pakistani and British). This may be seen as a shortcoming 
of the presentation and of this reflective account as our reading was 
more around ethnicity and not around aging. The reading I did has 
subsequently been useful in my clinical work, but no doubt, I would 
also have benefited from more reading on aging. In addition, more 
thought into coping in older adulthood would have been beneficial 
too. There were advantages to having a more specific focus 
approach to the exercise in that we had the time to explore one topic 
more fully, but that did happen at the expense of other important 
issues.
On a more personal note, despite a difficult start to the academic 
year for our group as a whole and for myself as a member of the 
group, I feel we were able to complete the exercise successfully. I 
learned a lot and have benefited from the reading I did to inform the 
narrative I wrote, not least in its direct relevance to my clinical work.
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SUMMARY -  Case Discussion Group Process Account Year 1
The group was made up of seven first year Psych.D trainee clinical 
psychologists and one member of the clinical psychology academic 
department. The remit of the group was for members to bring 
examples of clinical work we were undertaking on placement for 
discussion with the group. The addition, the group was to provide a 
space for members to reflect on process issues of the intervention 
and on what impact the work may have had on us, as well as 
professional and service-related issues.
The group was quite task driven, and the sessions were largely taken 
up with case discussion. As the group facilitator worked within a 
cognitive behavioural therapy (CBT) framework and most of the 
members worked within this model on placement, this was the 
theoretical framework that was largely adopted by the group. 
Agazarian and Gantt’s (2003) model was used to explore group 
process. It proposes that all living human systems (of which groups 
are one) have goals of survival, development and transformation and 
that groups move through phases of system development (Agazarian 
& Gantt, 2003) with this group being in the first phase called the 
authority phase, in which issues of power, control and external 
authority are explored.
The strengths of the group were that we were able to establish 
positive relationships early on which facilitated our learning in that we 
were able to share our ideas and thoughts with each other and 
thereby learn from each others experiences. The use of a wider 
theoretical base for exploring cases would have been useful.
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SUMMARY -  Case Discussion Group Process Account Year 2
The group consisted at the beginning of the year of seven members 
and an external facilitator, with one member leaving in March on 
maternity leave. The group facilitator was not a member of the 
university academic staff, but a clinical psychologist working in 
private practice and indirectly with the NHS in Surrey.
At the start of the year, the group was still quite united and we 
enjoyed generally positive relationships and were cohesive as a 
group. This may have been inadvertently helped by our feelings of 
dissatisfaction with the facilitator in the first year. Using Agazarian 
&Gantt’s (2003) model again, I hypothesised that we were trying to 
move into the second phase of group development, called the 
intimacy phase. This phase is characterised by more complex 
dynamics between members involving conflicts around separation 
and individuation (Agazarian &Gantt's, 2003). My second hypothesis 
was that in attempting to make this move towards greater intimacy, 
we were not sufficiently contained, which was due in my opinion to a 
lack of explicit boundaries. Whilst as group members, we were not 
treating each other, there was a push at times for the group to be 
therapeutic, but without the necessary therapeutic boundaries 
because there were friendships outside of the group. This led to 
some tension within the group.
Despite the difficulties with group boundaries and the resultant 
tensions between members at times, I gained useful insights and 
suggestions when I presented cases. Group member's questions 
and curiosities helped me to develop more in-depth formulations.
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SUMMARIES OF PLACEMENTS
73
FIRST YEAR
Primary Care Community Mental Health Team (PCMHT): Joseph 
Palmer Centre. West Molesey; Early Interyention in Psychosis (EIIP). 
Epsom
The PCMHT team proyided primary and secondary care and 
therefore my caseload included cases that represented both tiers of 
care; for example ranging from a simple spider phobia to longer-term 
work with a suryiyor of sexual abuse. OBT was the model used 
predominantly on this placement, with a small amount of behayioural 
work (treating phobias and insomnia).
More than ten assessments were undertaken, and a proforma for 
assessment was deyeloped oyer the course of the placement. A 
neuropsychological assessment of a young man referred for a 
diagnosis of ADHD was undertaken under the superyision of the area 
neuropsychologist.
Clients were seen for brief and longer-term therapy interyentions.
CBT work included the use of actiyity scheduling, thought records, 
hierarchies, chaining down and formulation with the client.
In addition, a CBT based self-esteem group was planned and run 
with the team Occupational Therapist. A presentation on 
mindfulness CBT was giyen to the MDT and a resource file of 
resources on self-esteem was deyeloped for the team.
I worked in the EIIP team for one session a week. My work included 
assessments (including risk) and interyentions; for example relapse 
preyention and CBT. In addition, there was much opportunity to work 
alongside members of the team and obserye their work.
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SECOND YEAR
Community Team for People with Learning Disabilities. Green laws, 
Guildford
This team proyided a seryice to adults with learning disabilities and 
included a challenging behayiour seryice. Work included 
assessment, using a number of tools; directly with clients and with 
carers. An assessment, using a structured behayioural assessment 
tool was undertaken with a member of the challenging behayiour 
team.
Therapeutic interyentions were yaried on this placement and 
included the use of adapted CBT, behayioural approaches and 
systemic (narratiye therapy) techniques. In addition, a sex education 
group was planned and facilitated with another trainee and teaching 
on dementia and Down's syndrome was done at a care home.
Child and Adolescent Mental Health Seryice (CAMHS). St Ebba’s. 
Epsom
In this team, children in the community, ranging from aged four to 
aged 18 were assessed, sometimes with the use of specific 
assessment tools. Two psychodynamic assessments were 
superyised by the team psychotherapist. An extended assessment, 
including an assessment of risk was undertaken which inyolyed 
contact with education authorities for an adolescent boy presenting 
with complex learning and behayioural difficulties.
Therapeutic interyentions inyolyed CBT, behayioural work and work 
with families. Interyentions were undertaken with clients with a range 
of problems including OCD, Asperger’s syndrome, continence issues 
and Trichotillomania. No group work was done on this placement. 
Systemic therapy was obseryed on one occasion.
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THIRD YEAR
Primary Care Psychotherapy Service. Acre Road. Kingston
This was a specialist placement doing brief psychodynamic 
psychotherapy with adults in a primary care psychotherapy team, 
superyised by two psychoanalytic psychotherapists working within 
the Kleinian and Independent schools.
The focus of this placement was assessment and provision of brief 
psychodynamic psychotherapy. Clients ranged from their late teens 
to a woman in her 80’s. Risk as well as suitability for treatment were 
assessed in the first two sessions. Following that clients were 
offered up to 12 sessions of therapy. Clients presented with a range 
of difficulties, such as depression, trauma, post-natal depression, 
health anxiety and difficulties adjusting to a diagnosis of multiple 
sclerosis.
Community Mental Health Team for Elderly People. Teddinoton 
Hospital. Teddinoton
This was a placement in a community mental health team for older 
adults. Assessments were undertaken, including neuropsychological 
and dementia assessments. Therapeutic interventions ranged from 
treating OCD, depression and problems associated with bipolar 
disorder.
Along with other trainees, a support group was run on a local 
inpatient mental health ward. It took the form of providing 
psychoeducation on a range of topics and support. Some 
consultation work with ward staff over behavioural techniques for 
difficulties such as anxiety and depression was started and also 
training on basic counselling skills was given to the community 
outreach team.
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SUMMARY -  Adult Mental Health case report 1
NEUROPSYCHOLOGICAL ASSESSMENT 
CASE REPORT 1
ADULT MENTAL HEALTH 
COURSE 34 YEAR 1 
2006
“A 26-year-old man referred for diagnosis of 
Attention Deficit Hyperactivity Disorder (ADHD)
All the personal information in this case report has been 
anonymised, the ciients name and personai details have 
been altered. The client gave verbai and written consent to
this case report.
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Reason for Referral/Presenting Problem
A young man was referred by his GP for a diagnosis of ADHD. He 
said that he felt he had underachieved at school due to attention 
difficulties which he thought had continued into adulthood and were 
interfering with his career progression.
Assessment/Initial Formulation
The initial assessment included clinical interview with Mr T. The 
hypothesis prior to testing was that Mr T would have a psychometric 
profile consistent with adult ADHD. This profile would demonstrate 
difficulties with specific aspects of his general intellectual functioning, 
such as working memory; deficits in executive functioning and self- 
reported and observed symptoms of inattention, distractibility and 
impulsivity.
Neuropsychological Assessment
Assessment included tests of general cognitive ability; executive 
function; working memory; mood and a specific measure to assess 
ADHD in adults
Outcome/Reformulation
Mr T’s psychometric profile did not match what would be expected for 
a person with ADHD. The results, therefore, did not support my 
hypothesis that he would display significant deficits associated with 
ADHD. The hypothesis was not proven and the referral question was 
answered.
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SUMMARY -  Adult Mental Health case report 2
CASE REPORT 2
ADULT MENTAL HEALTH 
COURSE 34 YEAR 1 
2006
Cognitive Behaviourai Therapy for a 60-year- 
oid man with recurrent depression”
All the personal information in this case report has been 
anonymised, the clients name and personal details have 
been altered. The client gave verbal and written consent to
this case report.
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Reason for Referral/Presenting Problem
Mr R was referred by his GP for a recurrence of depression. Mr R 
reported feeling low in mood, being tearful and having difficulties 
sleeping. In addition, he reported lower activity levels and difficulties 
in completing tasks.
Assessment/Initial Formulation
Mr R had depressive episodes in the past which may have made him 
more vulnerable to experiencing depression again. These recurrent 
episodes of depression seemed, in part, to be triggered by stress 
related to financial concerns, health problems and difficulties in his 
family. These stressful situations triggered negative beliefs he held 
about himself and he was able to trace some of them back to his 
childhood. The BDI-II was administered pre and post therapy.
Intervention
Mr R had 12 sessions of CBT. Initially, a formulation was developed 
together in sessions. Mr R followed sleep hygiene recommendations 
and did activity scheduling as well as completing thought records in 
and outside of sessions. He worked on challenging his negative 
automatic thoughts and learned some mindfulness techniques.
Outcome/Reformulation
Mr R’s mood seemed to have improved by the end of therapy, 
although he was still reporting feeling low in mood. At the beginning 
of the therapy, he had started the sessions by telling me everything 
that had gone wrong in the previous week, however, by the end of 
the therapy, he would report the positive and negative experiences 
from the week. The initial formulation was found to be accurate.
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SUMMARY -  Learning Disabilities case report 3
CASE REPORT 3
LEARNING DISABILITIES 
COURSE 34 YEAR 2 
2007
A life story (narrative therapy) intervention with 
a 65-year-oid man with a learning disability”
All the personal information in this case report has been 
anonymised, the clients name and personal details have 
been altered. The client gave verbal and written consent to
this case report.
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Reason for Referral/Presenting Problem
Mr Davies was referred by his Community Learning Disabilities 
Nurse (CLDN) for help in developing a ‘life book’ to help him to 
prepare for the sale of the family home and the death of his elderly 
mother at some time in the future.
Assessment/initial Formulation
Mr Davies had a diagnosis of schizo-affective disorder and was 
exhibiting behaviour which his carers were finding challenging.
These included aggressive and intimidating behaviour towards 
carers. In addition, staff reported that Mr Davies had a rich fantasy 
life, which revolved largely around the army and in which he took on 
different roles. The formulation emphasised the assumptions of the 
role of power and socio-political context on the interaction between 
social structure and individual agency.
Intervention
Mr Davies and I worked on developing a life story book for him to use 
to remember his mother and his life. It was also viewed as a way of 
telling his life story to his care staff to help him to maintain his 
identity.
Outcome/Reformulation
The therapy provided an opportunity to tell his story, and in the 
process of doing so, one could propose that this enhanced his 
narrative skills. Mr Davies reported in our last session that the book 
would help his memories “sink into my brain” and was keen to show it 
to his keyworker and asked him to help him to add to the book.
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SUMMARY -  Child and Adolescent case report 4
CASE REPORT 4
CHILD AND ADOLESCENT MENTAL HEALTH 
COURSE 34 YEAR 2 
2007
A behavlourally informed brief intervention for 
a 7-year-oid child with Asperger Syndrome”
All the personal information in this case report has been 
anonymised, the clients name and personal details have 
been altered. The client gave verbal and written consent to
this case report.
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Reason for Referral/Presenting Problem
Paul was referred by a physiotherapist for difficulties his parents 
were having with his behaviour. During the assessment, Paul’s 
parents described severe tantrums which occurred approximately 
monthly, went on for about 2 hours and which they were unable to 
divert. Paul had a diagnosis of Asperger Syndrome (AS).
Assessment/Initial Formulation
The primary predisposing factor to Paul’s tantrums were his 
diagnosis of AS. His difficulties with response inhibition may have 
made it difficult for him to control his emotional states such as anger. 
Contextual maintaining factors may have been that his parents, by 
their own admission, were unsure of how to manage the behaviour. 
The protective factors were that Paul and his parents seemed to 
enjoy positive relationships with each other and he was reportedly 
well supported at school.
Intervention/Extended Assessment
Paul’s parents were asked to complete a functional assessment of 
his tantrums to assess précipitants of his tantrums. 
Psychoeducational materials about AS were provided. The main 
focus of the work was for Paul’s parents to learn to identify the early 
signs of tantrums so that strategies could be implemented early to 
stop the onset of a full tantrum. Social stories were written to help 
him understand his tantrums.
Outcome/Reformulation
No tantrums were evident during the intervention, even with some 
significant changes happening in Paul’s life. His parents reported 
finding their greater understanding and strategies useful.
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SUMMARY - Older Adults Case Report 5
EXTENDED ASSESSMENT CASE REPORT 5
OLDER ADULTS 
COURSE 34 YEAR 3 
2009
“An extended assessment with a woman In her 
mid sixties presenting with bipolar disorder and 
possible dementia”
All the personal information in this case report has been 
anonymised, the clients name and personal details have 
been altered. The client gave verbal and written consent to
this case report.
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Reason for Referral/Presenting Problem
Alison, a white British lady aged 66 years, was referred to an older 
adults’ service by her G P. Alison and her son were concerned about 
her memory functioning; difficulties she was having with her mood 
and unusual beliefs and poor self care. She had a long-standing 
diagnosis of bipolar disorder, which had not been treated in any way 
for many years.
Assessment/Initial Formulation
The initial assessment included clinical interview with Alison and her 
son, and case note review. Initial thoughts were that Alisôn was 
either developing a dementia; or that her symptoms were associated 
with her diagnosis of bipolar disorder. It was decided that a brief 
neuropsychological screening measure be administered to determine 
her memory functioning. Her family requested assessment to inform 
care planning.
Intervention/Extended Assessment
Alison’s test results indicated her current memory functioning was 
within the expected range for somebody her age and not indicative of 
a dementia. Therefore, an extended assessment of her presenting 
symptoms and her support needs was undertaken through interviews 
with her and her son.
Outcome/Reformulation
It was concluded that the diagnosis which best fit the outcome of the 
extended assessment was that her living circumstances (she was 
socially isolated) and lack of treatment or management of her bipolar 
disorder had led to the deterioration of her mental state. Detailed 
plans regarding her living arrangements and support needs were 
outlined and disseminated, at her request, to her family, her GP and 
the Community Mental Health Team for Elderly People.
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SERVICE RELATED RESEARCH PROJECT 
COURSE 34 YEAR 1 
2006
Attitudes to Shared Learning between Clinical 
Psychology and Dietetics Learners
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ABSTRACT
This follow-up study aimed to assess the attitudes of clinical 
psychology and dietetics students to a shared learning exercise, both 
before and after the exercise. Shared learning is seen as a way of 
promoting interprofessional collaboration in future NHS 
professionals. As part of multidisciplinary teams in the NHS, 
collaboration between professional groups is viewed as an important 
way of achieving optimal outcomes for patients.
The Readiness for Interprofessional Learning Scale (Parsell & Bligh, 
1999) was administered prior to the exercise and the post-exercise 
questionnaire was administered afterwards. The sample was 
composed of first-year doctoral clinical psychology trainees and third- 
year undergraduate dietetics students. The data was subjected to 
Chi-square analysis. The results from the first study in 2005 were 
compared (by professional group) to the results from each 
professional group in this year’s study.
The results found that the learners had generally positive attitudes 
towards shared learning. Although there were significant differences 
between groups on some items, obvious trends in differences 
between groups were not evident. There was some indication that 
the learners’ attitudes may have been more favourable to shared 
learning after the exercise. The significant differences between the 
2005 and 2006 results reflected some more positive attitudes after 
the exercise which may have been due to changes in the structure of 
the exercise this year.
Acknowledgements
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These finding will be fed back to the clinical psychology trainees in 
their monthly meeting.
INTRODUCTION
The World Health Organisation (WHO) defines a health team as:
“A group of people who share a common health goal and common 
objectives, determined by community needs, to the achievement of 
which each member of the team contributes, in accordance with his 
or her competence and skill, and in coordination with the functions of 
others.” (1988, Learning together to work together for health. Report 
of a WHO study on Multi-Professional Education for Health 
Personnel. WHO Technical Report Series 769, Geneva: WHO, pp6)
With this, and the reality of team working in the National Health 
Service (NHS) in mind, research was conducted in 2005 within the 
clinical psychology department of the University of Surrey (Hayward 
& Champion, 2005) into shared learning between clinical psychology 
doctoral students and dietetics students. The original research was 
driven by the notion that shared learning of students from different 
disciplines during their training would lead to more positive outcomes 
for patients in the NHS (Miller, et al, 1999). Patients present to the 
NHS with complex problems that require the attention of a range of 
professionals from different disciplines (Miller, etal, 1999). Care 
tends to be undertaken by a multidisciplinary team (MDT) who are 
required to work together to plan and implement care, but who come 
with their own professions’ specialist skills and approaches to 
working (Miller, etal, 1999).
The Department of Health (1993) recommends shared learning 
between healthcare professionals as a means to enhance 
communication and as a way of promoting the understanding of
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different theoretical perspectives (Roberts and Priest, 1997).
Roberts and Priest (1997) propose that pre-qualification 
interprofessional learning provides a “firm foundation” for 
“collaborative good practice” in the future (pp. 40). Therefore, higher 
education needs to find “models” of educating and training health 
care students so that they can really function as multidisciplinary 
teams in clinical and community settings (Couchman,1995). Areskog 
(1988) said that ideally shared learning should be implemented at 
undergraduate level and continued throughout training.
In a project by the English National Board (Miller & Freeman,1999; 
Freeman, etal, 2000; Miller, etal, 1999), they proposed that shared 
learning that happened in the traditional lecture format did not allow 
for sufficient student interaction to adequately prepare students for 
collaborative teamwork. They recommended small group exercises 
that were client focused and scenario based (Miller & Freeman,
1999). This recommendation was mirrored in the shared learning 
exercise (which took the form of small group exercises) for the 
Clinical Psychology and Dietetics students in 2005 and which was 
reproduced this year (2006).
Although there is not a large evidence base for positive outcomes in 
practice after shared learning, the research indicates that there were 
positive changes in attitudes towards team working after shared 
learning (Parsell, etal, 1998; Hayward & Champion, 2005).
However, there is little evidence that a change in attitudes translates 
into better practice within the health service and more favourable 
outcomes for patients. This field of study still seems to be in its early 
stages and has focussed more on attitudes to shared learning 
(Parsell, eta\, 1998); structural factors that may effect its 
implementation (Cook, etal, 2001; Roberts & Priest, 1997;
Couchman, 1995) and the nature of the multidisciplinary team 
(Couchman, 1995; Roberts & Priest, 1997; Freeman, etal, 2000).
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Objectives
This research is a follow-up study of the research conducted in 2005 
and seeks to assess the participants attitudes to shared learning 
(both before and after the shared learning exercise) and to compare 
the results with those of the first study.
METHOD
The Shared Learning Exercise
The exercise involved clinical psychology (CP) and dietetics (D) 
students, brought together in groups of six or seven, facilitated by 
members of staff from the Clinical Psychology and Dietetics 
departments. There was an initial large group session and a 
workshop on the second day of the exercise after which they met for 
three sessions lasting for two hours before presenting to the whole 
group. The exercise was structured around a case study of a child 
with cystic fibrosis, and encouraged group members to investigate 
the roles of the two professionals within the multidisciplinary team.
The structure was altered from the previous year. Each group was 
allocated their own room for their meetings, rather than sharing 
rooms; the exercise was of shorter duration; and the balance 
between D and CP learners and facilitators from the two disciplines 
was more equally distributed between groups.
Sample
The sample consisted of 76 learners, 48 D learners and 28 CP 
learners. Although only 27 CP learners completed the RIPLS 
questionnaire because of the absence of one learner at the start of 
the exercise. The CP learners were first-year trainees on a three- 
year postgraduate clinical psychology doctorate and the D learners 
were third-year undergraduates on a four-year degree course.
Measures
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Confidentiality and consent to participate were explained briefly in a 
covering letter given to the participants (See Appendix A).
Readiness for Interprofessional Learning Scale (RIPLS) 
questionnaires were handed out at the start of the exercise and the 
Post-Exercise questionnaire was completed at the end of the 
exercise.
Readiness for Interprofessional Learning Scale (RIPLS)
The RIPLS (Appendix B) was developed by Parsell & Bligh (1999) to 
measure the attitudes and “readiness” for participation of health care 
students for shared learning activities. The scale has 19 items which 
fall within three subscales. The scale uses the Lickert Scale 
(strongly agree, agree, neutral, disagree, strongly disagree) to 
generate scores. (Parsell & Bligh, 1999)
The scale was piloted on the sample of 120 learners. Factor analysis 
showed three factors accounting for 42.3% of the variance. The 
internal consistency of the first (“teamwork and collaboration”) and 
second (“professional identity”) subscales was acceptable 
(alpha=0.88 and 0.63 respectively). However, the internal 
consistency on the third subscale (“roles and responsibilities”) was 
low (alpha=0.32), therefore results from this subscale ought to be 
treated with caution (Parsell & Bligh, 1999). The RIPLS scale was 
used to assess the attitudes of the participants before the shared 
learning exercise took place.
The Post-Exercise Questionnaire
This 18 item questionnaire (Appendix C) was developed by Hayward 
and Champion (2005) for the purposes of the research conducted 
last year on the same shared learning exercise. Some of the items 
were based on the RIPLS questionnaire and others were derived 
from student feedback of general themes regarding shared learning 
(Hayward & Champion, 2005). They used the same response scale. 
Hayward and Champion (2005) conducted an exploratory factor
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analysis on the data they gathered using oblique rotation and they 
extracted five themes and omitted one which did not fit statistically or 
thematically (the three items from this theme have not been 
described in this report). These five factors were found to account 
for 63% of the variance (Hayward & Champion, 2005).
ANALYSIS
The data from both questionnaires was analysed statistically using 
the SPSS statistical package. Chi-Square analysis was conducted 
on both measures to check for significant differences between the 
clinical psychology and dietetics learners in this year’s study and on 
the differences between last year and this year’s results from each 
professional group. The Chi-square analysis seeks to compare the 
expected and observed frequencies in each cell (the number of 
subjects who fall into each category of the Lickert Scale) and 
therefore the data is categorical and non-parametric, hence the use 
of Chi-square. With this analytical method, there should be a 
frequency of at least five per cell in the expected frequency, 
however, this rule does not apply to observed frequency (Greene & 
D’Oliveira, 1999). Categories have not been combined to increase 
the frequency in each cell, because the data would lose meaning. 
There were no missing variables, all subjects answered all questions.
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RESULTS
RIPLS Questionnaire
Table 1 : Subscale 1 : Teamwork and Collaboration 
Parsell and Bligh (1999) said that the items in this subscale 
“represent a strong belief that shared learning is beneficial in a 
number of ways" (pp97). Some of the main findings (both descriptive 
and statistical) from the subscale were as follows:
Chi-square df Asymp.Sig
“understand clinical 4.480 3 .214
probiems” (01)
“communication 5.171 3 .160
skills” (07)
“trust and respect” 1.818 2 .403
(08)
“effective member of 6.984 2 .030*
team” (09)
“teamworking skills” .711 3 .871
(010)
“relationships after 2.746 3 .433
qualification” (015)
“thinking positiveiy 11.829 3 .008*
about other
professionais” (017)
“understand my own 2.488 3 .478
iimitations” (018)
“patients benefit” .761 2 .683
(019)
= significant difference
1. There was a significant difference (p=0.03) on question 9 
(regarding becoming a better member of the healthcare 
team) with 89.6% of the D students either agreed/strongly 
agreed with this statement, compared to only 70.4% of the 
CP learners.
2. There was a significant difference (p=0.008) on question 
17 (regarding how shared learning may help respondents
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to think positively about other professionals) 79.2% of D 
learners agreed/strongly agreed with this statement, 
whereas only 51.9% of CP learners did.
Table 2: Subscale 2: Professional Identity 
According to Parsell and Bligh (1999), the items on this subscale 
relate to “both the positive and negative aspects of professional 
identities" (pp 97).
Chi-square df Asymp.Sig
“better team 11.852 3 .008*
worker” (02)
“problem-solving 1.287 3 .732
skills” (03)
“not necessary to 5.914 4 .206
learn together” (05)
“welcome the 12.144 3 .007*
opportunity to work
on small group
projects” (06)
“clarify nature of 4.967 3 .174
patient problems”
(013)
“waste time 11.675 2 .003*
learning” (014)
“communicate 2.955 3 .399
better” (016)
1. There was a significant difference (p=0.007) on question 6 
(regarding welcoming the opportunity to work on small 
group projects) with 85.4% of D learners agreed/strongly 
agreed with this statement, compared with only 63% of the 
CP learners.
2. There was a significant difference (p=0.003) on question 
14 (regarding shared learning being a waste of time) with
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100% of D students disagreed/strongly disagreed with this 
statement, compared to only 77.7 % of CP learners.
Table 3: Subscale 3: Roles and Responsibilities 
This subscale has three items that consider professional roles and 
responsibilities, although due to poor internal consistency, these 
results should be treated with caution.
Chi-square df Asymp.Sig
“not sure about 3.226 4 .521
professional role"
(04)
“have to acquire 11.694 4 .020*
more knowledge 
and skill" (O il)
“provide support for 17.453 2 .000*
doctors" (012)
1. There was a significant difference on question 11 
(regarding having to acquire more knowledge and skills), 
with 64.6% of D learners either disagreed/strongly 
disagreed with the statement, compared to only 37% of CP 
learners.
2. There was a significant difference (p=0.000) on the 
question 12 (regarding the functions of the professions to 
be to provide support for doctors) with 100% of CP 
learners disagreed/strongly disagreed with this statement, 
and 91.7% of D learners disagreed/strongly disagreed with 
the statement.
Post-Exercise Questionnaire
There are five themes into which the items are placed. Some of the 
findings were as follows.
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Table 4: Negative Aspects of the Exercise 
Chi-square df 
3.036“waste of time” 
(Q14)
“difference in level 
of training” (Q15) 
“discrepancies in 
level of experience” 
(017)
2.687
4.984
Asymp.Sig
.386
.612
.289
Table 5: Increase in Value of the Multidisciplinarv Perspective
“increased 
understanding of 
roles and expertise”
(06)
“understand own 
limitations” (Q12) 
“seeing other 
profession’s 
perspective” (Q18)
Chi-square
.743
3.928
8.585
df
1
Asymp.Sig
.389
.416
.072
Table 6: Positive Group Dvnamics
Chi-square df
“worked well .819 2
together in small 
groups” (Q1)
“professional 6.710 3
relationships
enhanced” (02)
“willingness to work 4.313 3
together” (05)
“equal 5.294 3
contributions” (010)
Asymp.Sig
.664
.082
.230
.151
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Table 7: The Value of Working Together
“understanding of 
clinical problem 
increased” (03) 
“more likely to work 
together in future” 
(013)
Chi-square
4.319
2.803
df
3
Asymp.Sig
.229
.591
Table 8: Relevance to Future Work
Chi-square df 
6.433“shared learning 
more relevant” (04)
“more effective 7.595
member of team”
(07)
“welcome future 13.073
opportunities” (09)
Asymp.Sig
.092
.022*
.004*
1. There was a significant difference (p=0.022) on question 7 
(regarding shared learning helping to become a more 
effective team member) with 41.7% of D learners strongly 
agreed with the statement, compared to only 17.9% of CP 
learners.
2. There was a significant difference (p=0.004) on question 9 
(regarding welcoming the opportunity to work on similar 
projects in the future) with 93.8% of the D learners 
agreed/strongly agreed with the statement, compared to 
only 60.7% of CP learners.
Three questions have been excluded from analysis because they 
were found not to fit statistically or thematically (Hayward & 
Champion, 2005).
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Comparison with the Results of the First Study (2005)
The items in which there was a significant difference (based on Chi- 
Square analysis) between CP and D learners in the 2005 and 2006 
studies were as follows. For the table of the full results please see 
Appendix D.
Table 9: RIPLS (CR
Significant differences between CP learners (2005 and 2006 
studies).
Chi-square df Asymp.Sig
“patients benefit” 6 .266  2 .044
(019)
Table 10: RIPLS (D)
Significant differences between D learners (2005 and 2006 studies).
Chi-square df Asymp.Sig
“problem-solving 8.029 3 .045
skills” (03)
Table 11 : Post-Exercise Questionnaire (CP)
Significant differences between clinical CP learners (2005 and 2006 
studies).
Chi-square df Asymp.Sig
“worked well 7.429 2 .024
together in small 
groups” (01)
“professional 8 .916  3 .030
relationships
enhanced” (02)
“equal 12 .038  4 .017
contributions” (010)
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Table 12: Post-Exercise Questionnaire (D)
Significant differences between D learners (2005 and 2006 studies).
Chi-square df Asymp.Sig
“professional 7 .675  2 .022
relationships
enhanced” (Q2)
DISCUSSION
RIPLS
The questionnaire administered prior to the exercise indicated that 
learners showed favourable attitudes to shared learning in a number 
of ways. They reported that they believed shared learning was 
necessary, that it would help them to understand clinical problems, 
be better team workers and communicate better with patients and 
other professionals. They also indicated that they did not believe 
that clinical problem solving skills could only be learned from 
students from their own departments.
Post-Exercise Questionnaire
The results from the questionnaire administered after the exercise 
indicated that the learners believed that it increased their 
understanding of the roles and expertise of other professionals.
They also reported that they worked well together in small groups, 
that professional relationships were enhanced and that learners 
showed a willingness to work together and demonstrated trust and 
respect to each other.
Significant Differences
There were some items on which the learners showed significant 
differences in their scores. In terms of their attitudes prior to 
undertaking the exercise, the CP learners seemed to approach 
shared learning with less favourable attitudes. However, although 
the differences were statistically significant, the learners results were
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always on the same end of the Lickert Scale, either positive (strongly 
agree/agree) or negative (strongly disagree/disagree).
RIPLS
The D learners showed more positive attitudes to the idea that 
shared learning would help them become more effective members of 
the health team and that shared learning would help them think more 
positively about other professionals. They also demonstrated more 
favourable attitudes to working on small group projects with other 
health care students and more strongly disagreed with the notion that 
shared learning was a waste of time. More of the CP learners 
agreed that they needed to acquire more skills and expertise than 
other health care students, and all of them strongly 
disagreed/disagreed with the idea that their main function was to 
provide support for doctors.
Post-exercise Questionnaire
There were very few significant differences between learners on the 
post exercise questionnaire, which suggests that there was greater 
convergence in their attitudes after the exercise. The items in which 
there was significant differences indicate that the psychology 
learners were sceptical about whether shared learning would help 
them become more effective members of the health care team, and 
fewer said they would welcome the opportunity to work on similar 
projects in the future.
Comparison Between 2005 and 2006 Studies 
There were not many significant differences in the comparison 
between the results from the study last year, when compared to this 
year’s results for each professional group. On the RIPLS, the CP’s 
last year seemed to agree more strongly with the idea that patients 
would benefit if students worked together to solve problems. The D 
learners this year agreed more strongly with the idea that clinical 
problem solving skills could only be learned with students from their
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own department. These differences did not seem to indicate a 
profound shift this year from last year’s learners in terms of their 
overall attitudes to shared learning. However, on the post exercise 
questionnaire, there were more differences between the 2005 and 
2006 results for the CP learners. This years CP learners agreed 
more strongly that they worked well together in small groups and 
more agreed that professional relationships were enhanced by the 
experience. This year’s D students however, differed on this and 
fewer strongly agreed with this statement. This years CP learners 
also seemed to have more favourable feedback about the equal 
contributions from the learners from the two professional groups. 
These differences indicate more positive attitudes from psychology 
learners after the exercise this year. This may be in part due to the 
altered structure of the exercise.
Limitations
It may have been useful to use the same questionnaire both before 
and after the exercise, as then changes in attitudes after the exercise 
could have been more easily measured. Although qualitative data 
was collected from both learners and facilitators, the analysis of it 
was beyond the scope of this project. However, the results from the 
qualitative data would have enhanced the understanding of the 
learners’ attitudes.
Recommendations
Although dieticians and clinical psychologists do work together in 
multidisciplinary teams, they do not do so as a matter of course, and 
therefore a shared learning exercise that combined professional 
groups that are more likely to work together post-qualification may 
have been more relevant to the students. Further research that
c
focuses on outcomes as well as attitudes may also be useful, 
particularly if a follow-up study were conducted to assess whether 
shared learning at university actually changed clinical practice and 
team functioning in the health service.
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Conclusions
In general, it appears that both CP and D learners approached the 
shared learning exercise with positive attitudes towards shared 
learning, and that the attitudes seemed to be even more similar 
between groups and more favourable after the exercise. This may 
indicate that the exercise achieved positive results in that it 
enhanced learners’ attitudes to shared learning. In comparing the 
result from the 2005 and 2006 studies, there were not many 
significant differences. One trend that did seem to emerge however, 
was that the CP learners this year viewed the exercise more 
positively in the post-exercise questionnaire, possibly due to 
structural changes in the exercise itself.
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APPENDIX A: Invitation to Participate
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Dear Colleague
I am a Trainee Clinical Psychologist, in my first year of training at the 
University of Surrey. I am doing a Service Related Research Project 
on your perceptions and experiences of this shared learning 
exercise.
The research involves giving you a brief questionnaire before the 
exercise starts and another brief questionnaire at the end of the 
exercise. The questionnaires will each take approximately ten 
minutes to complete.
The questionnaires are completely anonymous and I will not be able 
to identify you from your answers. You do not have to complete the 
questionnaires and may refuse to do so at any time without it 
negatively impacting on your position at the university. However, 
your participation will be greatly appreciated and I hope the 
outcomes will contribute towards improved understanding of shared 
learning.
If you have any concerns or queries I can be contacted on the 
following email address:
s.kniqht@surrev.ac.uk
My supervisor for this project is Mark Hayward, Academic Tutor, 
Clinical Psychology Department, University of Surrey. He can be 
contacted on the following email address:
m.havward@surrev.ac.uk
Thank you for your participation
Sarah-Jane Knight 
Trainee Clinical Psychologist 
University of Surrey
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APPENDIX B: Readiness for Interprofessional Learning
Scale
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The Readiness for Interprofessional Learning Scale (RIPLS)
Shared learning creates ùpportunîûes to  learn interactively w idt oûter pre~ 
r^ is tra d o n  kealût care students
Please rate your agreement with the foUovnng statements on the scale below.
1 2 ...... ,3 1 4 5
Stron;0y
Disagree
Disagree Neuhal | Agree Strongly
Afôrce
Shared learning with other health care students will increase my 
abilt^ to understand clinical problems
Shared learning before qualification will help me become 
a better team worker
Oinkat problem-solving sldlb can onfy be learned with 
students from my own department
Pm not sure what my professional role w ill be ut the fuUire
It  is not necessary for health care students to learn together
I  would wdcome the opportun!^ to work on smalf-group 
projects with other health care students
Communication skflfa should be learned with other health care 
students
For small group learning to work, students neW to trust and 
mpect each other
I^ earaing with other students wBll help me become a more 
elective member of a health care team
Team-woridng skills are essential for all health care students to 
learn
Rating:
Rating:
Rating:
Rating:
Rating:
Ratieg:
Rating:
Rating:
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I  have to acquire much more knowledge and sMlls than Bating:
other health care students
ïh c  (unction of psychologists and dieticians is mainly to provide Rating:
support for doctors
SharW learning will help to darify the nature of patient Rating:
problems
I  don*t want to waste nty time learning with other healWh care Rating:
students
Leamhig with health care students before qualdkation would Rating:
improve rdationships after qualification
Shared learning with other health care students wfll help me Rating:
to communicate better with patimts and othar professionals
Shared learning wfll help me to tiiink positivdy about other Rating:
professionals
Shared learning will hdp me to understand my own limitations Rating:
Patients would ultimatdy baaefit if  health care students worked Rating:
togdfaer to solve patiatt proMems
Mease comment generally on your thoughts about the strengths and weaknesses 
of shared learning
Thank you for your co-operation.
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APPENDIX C: Post-Exercise Questionnaire
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Interprofessional Shared Learning 
Learner Evaluation of Exercise
Shared learning creates opportunities to learn interactively with other 
pre-registration health care students
Please rate your agreement with the following statements on the scale below.
1 2 3 4 5
strongly
Disagree
Disagree Neutral Agree strongly
Agree
Clinical Psychology and Dietetic learners worked well together in small Rating: 
groups
Professional relationships were enhanced by this experience Rating:
My understanding of the clinical problem in the exercise Rating:
was increased by shared learning with the other health care
students
The shared learning exercise was more authentic and relevant Rating:
to how I will be working afler qualifying than the usual lectures
Leamem within the small groups showed a willingness to work
together and demonstrated trust and respect towards one another Rating:
The shared learning exercise increased understanding Rating:
of the roles and expertise of other health-care professionals
Learning with other health care students will help me become a Rating:
more effecti ve member of a health care team
Academic time is too limited for shared learning to work Rating:
effectively
I would welcome the opportunity to work on similar Rating:
projects with other health care students in the future
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In small group sessions the contributions from clinical Rating;
psychology learners and dietetic learners were equal
SharW learning helped me to learn more about the Rating:
educational aims of the other profession
The shared learning exercise helped me to understand my Rating;
own limitations
Shared learning would have more value i f the groups were more Rating;
likely to be working together in the future
Learning with other health care students was a waste of time Rating;
The difference in the level of training between the clinical
psycholo^sts and dieticians had an adverse effect on the exercise Rating:
Shared learning helped me to see thinp from a diff^ent perspective Rating:
The discrepancies in the level of practical experience between Rating:
the two disciplines negatively affected the exercise
Seeing things from another profession’s perspective made the fating;
problem more difficult to understand and solve
Please comment generally on your thoughts about being Involved in this shared 
learning exercise
Thank you for your co-operation
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APPENDIX D: Chi-Square Results of Comparison Between
Studies
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Clinical Psychology Dietetics Learners
Learners
Chi- df Asymp. Chi- df Asymp.
square Sig square Sig
Question 1 2.207 2 .332 1.862 3 .602
Question 2 5.932 3 115 .345 2 .842
Question 3 3.514 3 .319 8.029 3 .045*
Question 4 1.656 3 .647 7.725 4 .102
Question 5 5.196 3 .158 5.534 4 .237
Question 6 3.101 3 .376 3.400 2 .183
Question 7 3.557 3 .313 2.504 3 .474
Question 8 3.210 2 .201 2.016 2 .365
Question 9 2.811 2 .245 .070 2 .965
Question 4.124 2 .127 2.870 3 .412
10
Question 6.135 4 .189 4.182 3 .242
11
Question .014 1 .906 5.051 3 .168
12
Question 2.330 3 .507 3.306 3 .347
13
Question 2.017 2 .365 2.894 2 .235
14
Question 2.713 3 .438 .907 3 .824
15
Question 2.435 3 .487 1.440 3 .696
16
Question 4.730 3 .193 5.092 2 .078
17
Question 2.764 3 .430 6.192 3 .103
18
Question 6.266 2 .044* 2.995 2 .224
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APPENDIX E: Tables of Descriptive Findings
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RIPLS Questionnaire
Q1 * DIETICIAN, CUN.PSYCH
DIETICIAN. CUNPSYCH
PSYCHOLOGI
DIETICIAN ST .Total
Q1 DISAGREE Count 1 0 1
% within DIETICIAN, CLINPSYCH 2.1% 0.0% 1.3%
% of Total 1.3% 0.0% 1.3%
NEUTRAL Count 1 1 2
% Wthin DIETICIAN. CLINPSYCH 3.7% 2,7%
% of Total 1.3% 1.3% 2.7%
AGREE Count 29 22 61
% wittiin DIETICIAN. CLINPSYCH 60.4% 81.6% 68.0%
% of Total , 38.7% 29.3% 68.0%
STRONGLY AGREE Count 17 4 21
% wRhln DIETICIAN, CUNPSYCH 35.4% 14.8% 28,0%
% of Total 22.7% 5.3% 28.0%
Total Count 48 27 75
% # tin  DIEfiClAN, CLINPSYCH ■ IW.0% 100.0% 100.0%
% of Total 64.0% 36.0% 100.0%
!
02 " DIETIGIAN, CLIN.PSYCH
DIETICIAN. CUN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
02 DISAGREE Count 0 2 2
%vriihin DIETICIAN, CLINPSYCH 0.0% 7.4% 2.7%
% Of Total 0,0% 2.7% 2.7%
NEUTRAL Count 4 3 7
% within DIETICIAN, CLINPSYCH 8.3% 11.1% 9.3%
% of Total 5.3% 4.0% 9.3%
AGREE Count 22 19 41
% wtNn DIETICIAN. CLINPSYCH 45.8% 70.4% 54.7%
% of Total 29.3% & 3 % 54.7%
SmONGLY AGREE Count 22 3 25
% wtSiln OlEnCIAN, CLINPSYCH 45.8% 11.1% 33J3%
% of Total 29.3% 4.0% 33.3%
Total Count 48 27 75
% wimm DIETICIAN. CLIN.PSYCH 100,0% 100.0% 100.0%
% of Total 64.0% 36,0% 1004)%
1
03 '  DIETICIAN, GUN.PSYCH
DIETICIAN. CLIN.PSYCB
PSYCHOLOGI
DIETICIAN ST Total
03 STRONGLY Count 19 10 29
DISAGREE % within b iific iA N . CLINPSYCH 39.6% 37.0% 38.7%
%ofToW 25.3% 13.3% 38.7%
DISAGREE Count 27 17 44
% within DIETICIAN, CLINPSYCH 56a% 63.0% 58.7%
% of Total 36.0% 22.7% 58.7%
NEUTRAL Count 1 0 1
% within MERCIAN, CLINPSYCH 2.1% 0.0% 1.3%
% of Total 1.3% 0.0% 1.3%
AGREE Count 1 0 1
% within DIETICÎAN. CLINPSYCH 2.1% 0.0% 1.3%
% of Total 1.3% 0.0% ia%
Ttrtal Count 48 27 75
% within DIETICIAN. CLINPSYCH 100.0% 100.0% 100.0%
% of Total 64.0% 36.0% 100.0%
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-------------------- i------------------------------- î ..................  1 .........................L  , J ............
04 * DIETICIAN, CLINPSYCH
DIETICIAN. CUN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
04 STRONGLY Count 6 5 11
DISAGREE % v^ tWn DIETICIAN, CLIN.PSYCH 1ZS% 18.5% 14.7%
% of Total S.0% 6.7% 14.7%
DISAGREE Count 20 12 32
% vmin DIETICIAN, CUNPSYCH 41.7% 44.4% 42.7%
% of Total 26.7% 16.0% 42.7%
NEUTRAL Count. 16 5 21
% vwttiin DIETICIAN. CLIN.PSYCH 33.3% 18.5% 28.0%
% Of Total 21.3% 6.7% 28.0%
AGREE Count 5 5 10
% within DIETICIAN, CLIN.PSYCH 10.4% 18,5% 13.3%
% of Total 6.7% 6.7% 13.3%
STRONGLY AGREE Count 1 0 1
% m m  DIETICIAN. CLIN.PSYCH 2.1% 0.0% 1,3%
%ofTomi 1.3% 0.0% 1.3%
Tolaî Count 48 27 76
% within DIETICIAN. CLIN.PSYCH 100-0% 100.0% 100.0%
% of Total 64.0% 36.0% 100.0%
1 .........................
QS * DIETICIAN. CUN PSYCH
DIETICIAN. CLIN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
05 STRONGLY Count 18 4 22
DISAGREE % within DIETICIAN, CUNPSYCH 37.5% 14.8% 29.3%
% of Total 24.0% 5.3% 29.3%
DISAGREE Count 21 17 38
% witttin DIETICivW. CUN.PSYCH 43.8% 63.0% 50.7%
% of Total 28.0% 22.7% 50.7%
NEUTRAL Count 6 5 10
% Whin DIETICIAN. CLIN.PSYCH 10.4% 18.5% 13.3%
% Of Total 6,7% 6.7% 13.3%
AGREE Count 3 i 4
% within DÏETICIAN. CLIN.PSYCH 6.3% 3.7% • 5.3%
% of Total 4.0% 1.3% 5.3%
STRONGLY AGREE Count 1 0 1
% within DIETICIAN. CUN.PSYCH 2.1% 0.0% 13%
% of Total 1.3% 0.0% 1.3%
Total Count 48 27 75
% wimin DIETICIAN, CLIN.PSYCH 100.0% 100,0% 100.0%
%ofTcHal 64.0% 36.0% 100.0%
I
06 * DIETICIAN, CUNPSYCH
DIETICIAN, CUN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
05 DISAGREE jCount C 1
% within DlETiCIAN, CLIN.PSŸCH 0,0% 3.7% 13%
% of Total 0.0% 13% 13%
NEUTRAL Count 7 Î 16
% vsftiln DIETICIAN, CUN.PSYCH 14.6% 33.3% 213%
% of Total 9.3% 12.0% 213%
AGREE Count 24 « 40
% wiiin DIETICIAN. CUNPSYCH 60TI% 593% 53.3%
% of Total 32.0% 213V 53.3%
STRONGLYAGREE Count 17 18
j% within DIETICIAN, CLÏN.PSŸCH 35.4% 3.7% 24.0%
1% of Total 22.7V 1.3% 24.0%
Total Count 45 2- 76
1% within DIETICIAN, CUN.PSYCH 100.0% 100.0% 100.0%
f% of Total 64.03 36.0V 100.0%
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1 1 I I  1...... .....
Q7 * DIETICIAN, CUNPSYCH
DIETICIAN. CLINPSYCH
DIETICIAN
PSYCHOLOGI
ST Total
07 DISAGREE Count 1 3 4
% Wtlin DIETICIAN, CUNPSYCH 2:1% 11.1% 5.3%
% Of Total 1.3% 43% 53%
NÈÙTRAL Count 10 9 19
% Whin DIETICIAN, CUNPSYCH 20.8% 333% 253%
% of Total 13.3% 12.0% 253%
AGREE Count 24 ■ 11 35
% vàîhin DIETICIAN, CLIN.PSYCH 60.0% 40.7% 46.7%
% of Total 323% 14.7% 48.7%
STRONGLY AGREE Count 13 4 17
% wMn DIETICIAN. CUNPSYCH 27.1% 14.8% 22.7%
% of Total 173% 6.3% 22.7%
Total Count 48 27 75
% Whin DIETICiAN, 100,0% 100.0% 100.0%
% Of Total 64.0% 36.0% 100.0%
Q8 * DIETICIAN, CLIN.PSYCH
DIETICIAN, CUN.PSYCH
DIETICIAN
PSYCHOLOGI
ST Total
08 NEUTRAL Count 1 2 3
% Whin DIETICIAN, CLIN.PSYCH 2.1% , 7.4% 4.0%
% of Total 13% 2.7% 4.0%
AGREE Count 22 14 36
% Whin DIETICiAN. CUNPSYCH 453% 51.9% 48.0%
%ofT<4al 29.3% 18.7% 48.0%
STRONGLY AGREE Count 25 11 36
% Whh DIETICIAN. CLINPSYCH 52.1% 40.7% 48.0%
% of Total 33.3% 14.7% 48.0%
Total CounI • 48 27 75
% within DIETICIAN. CUNPSYCH 100.0% 100.0% 100.0%
% of Total 64.0% 36.0% 100.0%
1
0 9 *  WETiaAN, CUNPSYCH
DIETICIAN. CLIN.PSYCH
DIETICIAN
PSYCHOLOGI
ST Total
09 NEUTRAL Count 6 6 13
% wimin DIETICIAN. CUNPSYCH 10.4% 20.6% 173%
% ofTotal 6.7% 10.7% 17.3%
AGREE Count 22 14 36
% Whin DIETICIAN. CLINPSYCH 46.8% 51.0% 48.0%
% of Total 293% 18.7% 48.0%
STRONGLY AGREE Count 21 5 26
% within DIETICIAN, CUNPSYCH 43.8% 18.5% 34.7%
% of Total 28.0% 6.7% 34.7%
Total Count 48 27 75
% within DIETICIAN. CLINPSYCH 100.0% 100.0% 100.0%
of Total 64.6% 36.0% 100.0%
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1.....................................1.................. ...............1 1 ..................... 1
Q10 * DIETICIAN, CLIN.PSYCH
DIETICIAN, CLIN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
Q10 DISAGREE Count 1 0 1
% va'thin DIETICIAN. CLIN.PSYCH 2.1% 0.0% 1.3%
% of Total 1.3% . 0.0% 1.3%
NEUTRAL Count 2 1 3
% within DIETICIAN, CLIN.PSYCH 4.2% 3.7% 4.0%
% of Total 2.7% 1.3% 4.0%
AGREE Count 24 15 39
% within DIETICIAN. CLIN.PSYCH 50.0% 55.6% 52.0%
% of Total 32.0% 20.0% 52.0%
STRONGLY AGREE Count 21 11 32
% wilWn DIETICIAN. CLIN.PSYCH 43.6% 40.7% 42.7%
% of Total 28.0% 14.7% 42.7%
Total Count 48 27 76
% within DIETICIAN, CLIN.PSYCH 100.0% 100.0% 100.0%
% of Total 84.0% 38D% 100.0%
1..................... ...... "
Q11 * DIETICIAN, CUN.PSYCH
DIETICIAN, CLIN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
Q11 STRONGLY Count 13 1 14
DISAGREE % withân DIETICIAN, CLIN.PSYCH 27.1% 3.7% 18.7%
% of Total 17,3% 1.3% 18.7%
DISAGREE Count 18 0 27
% wltWn DIETICIAN, CLIN.PSYCH 37.5% 33.3% 36.0%
% of Total 24.0% 12.0% 36.0%
NEUTRAL Count IS 12 28
% within DIETICIAN. CLIN.PSYCH 33.3% 44.4% 37.3%
% of Total 21.3% 15.0% 37.3%
AGREE Count 1 4 5
% within DIETICIAN, CLIN.PSYCH 2.1% 14.6% 8.7%
% of Total 1.3% 6.3% 8.7%
STRONGLY AGREE Count 0 1 1
% wthin DIETICIAN. CLIN.PSYCH 0.0% 3.7% 1.3%
% of Total 0.0% 1.3% 1.3%
Total Count 48 27 76
% wWdn DIETICIAN. CUN.PSYCH 100.0% 100.0% 100,0%
% of Total 84.0% 36.0% 100.0%
1
Q12 * DIETICIAN, CUN.PSYCH
DIETICIAN. CLIN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
QÎ2 STRONGLY Count 17 23 40
DISAGREE % within DIETICIAN. CUN.PSYCH 35.4% 85.2% 83.3%
1 % of Total 22.7% 30.7% 53a%
piSÂGRÊË Court 27 4 31
1 % 4 « n  DIETICIAN, CLIN.PSYCH 5oa% 14.8% 41j%
% of Total 36.0% 58% 41S%
teuTRAL Count 4 0 A
1 % Mtbln DIETICIjW . CLIN.PSYCH 8.3% 0.0% 5S%
1 % of Total 6.3% 0.0% 8.3%
Total Count 48 27 78
% Wthin DIETICIAN, CUN.PSYCH 100.0% 100,0% 100.0%
% of Tola! 64.0% 38.0% 100.0%
123
1 1 1 ........ . 1___________ L
Q13 '  DIETICIAN. CLIN.PSYCH
DIETICIAN. CLIN.PSYCH
TotalDIETICIAN
PSYCHOLOGI
ST
Q13 DISAGREE Count 1 1 2
% Vflttiin DIETICIAN. CLIN.PSYCH 2.1% 3.7% 2.7%
% of Total 1.3% 1,3% 2.7%
NEUTRAL Count 9 6 15
% Mthin DIETICIAN. CUN.PSYCH 18,8% 22^% 20.0%
% of Total 12.0% 8.0% 20.0%
AGREE Count 24 18 42
% wtrnm DIETICIAN, CLIN.PSYCH 50.0% 66.7% 56.0%
% of Total 32.0% 24.0% 56.0%
STRONGLY AGREE Count 14 2 16
% within DIETICIAN. CLIN.PSYCH 28.2% 7X% 213%
% of Total 18.7% Z7% 21.3%
Total Count 48 27 76
% «nthin DIETICIAN. CLIN.PSYCH 100.0% 100.0% 100.0%
% of Total 84.0% 36.0% 100.0%
i
Q14 * DIETICIAN, CUM.PSYCH
DIETICIAN, CLIN.PSYCH
TotalDIETICIAN
PSYCHOLOGI
ST
Q14 STRONGLY
DISAGREE
Count 27 11 38
% wiffiin DÏËTICÎÀN. CUN.PSŸCH 58j% 40.7% 60.7%
% of Total 38.0% 14.7% 50.7%
DISAGREE Count 21 10 31
% wimtn DIETICIAN, CLIN.PSYCH 43.8% 37,0% 4ia%
% of Total 28.0% 13.3% 41.3%
NEUTRM. Count 0 6 6
% within DIETICIAN. CLIN,PSYCH 0,0%l 22.2% 6.0%
% of Total 0.0% 8.6% 8,0%
Total Count 48 27 75
% within DIETICIAN, CLIN.PSYCH 100.0% 100.0% 100.0%
% of Total 84.0% 38.0% 100.0%
1 ..............
Q15 * DIETICIAN. CUN.PSYCH
DIETICIAN, CLIN.PSYCH
TotalDIETICIAN
PSYCHOLOGI
ST
Q15 DISAGREE Count 1 1 2
% wthin DIETICIAN, CLIN.PSYCH 2.1% 3.7% 2.7%
% of Total 1.3% 1.3% 2.7%
NEUTRAL Count 7 6 12
% vsfl9iin DIETICIAN, CLIN.PSYCH 14.6% 22.2% 17.3%
% of Total 9.3% 8.0% 17.3%
AW EE Count 30 18 48
% v^min DIETICIAN, CLIN.PSYCH 62.5% 66.7% 64.0%
% of Total 40-0% 24.0% 64,0%
STRONGLY AGREE Count 10 2 12
%vmin DIETICIAN, CUN.PSYCH 20.8% 7.4% 18.0%
% of Total 13.3% 2.7% 16.0%
Total Count 48 27 75
% within DIETICIAN, CUN.PSYCH 100.0% 100.0% 100.0%
% of Total 64,0% 36.0% 100.0%
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Q1S •  ME-nOAN. CÜN.PSYCH
DIETICIAN, CLIN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
a i  6 3ISAGREE Count 1 2 3
% within DIETICIAN, CLIN.PSYCH 2.1% 7.4% 4.0%
% of Total 1,3% 2.7% 4.0%
NEUTRAL Count ? 5 12
% vattiin DIETICIAN. CUN.PSYCH 14.8% 18.8% 184)%
% of Total @a% 6.7% 18.0%
AGREE Count 26 18 42
% within DIETICIAN, CLIN.PSYCH 54.2% 63.3% 56.0%
% Of Total 34,7% 21.3% 884)%
STRONGLY AGREE Count 14 4 16
% within CHETICIAN, CLIN.PSYCH 29.2% 14.8% 24.0%
% of Total 18.7% 6.3% 24.0%
Total Count 48 27 75
% Wthin DIETICIAN, CLIN.PSYCH 100.0% 100.0% 100.0%
% of Total «4.0% 36.0% 100.0%
i
Q17 ‘ WETIC1AJ4, CUN.PSYCH
DIETICIAN, CUN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
017 DISAGREE Count 0 1 1
% iwthin DIETICIAN, CLIN.PSYCH 0.0% 3.7% 1.3%
% of Total 0.0% 1.3% 1.3%
NEUTRAL Count 10 12 22
% # h h  DIETICIAN, CUN.PSYCH 20.8% 44.4% 29.3%
% of Total 13.3% 16.0% 29.3%
AGREE Count 26 14 4C
% wsftiln D lM ciA N , CL1N.PSYCH 54.2% 51.9% 83.3%
% of Total 34.7% 18.7% 53.3%
STRONGLY AGREE Count 12 d 12
% v/itWn DIETICIAN. CLIN.PSYCH 25.0% 0.0% 184)%
% of Total 16.0% 0.0% 18.0%
Total Count 48 27 75
%wtthin DIETICIAN, CLIN.PSYCH 100.0% 100,0% 100.0%
% of Total 64.0% 36.0% 100.0%
1 1
018 * DIETICIAN, CLIN.PSYCH
DIETICIAN. CLIN.PSYCH
PSYCHOLOGI
DIETICIAN ST Total
018 DISAGREE Count 1 2 3
% within DIETICIAN, CLIN.PSYCH 2.1% 7A% 4.0%
% of Total 1.3% 2.7% 4.0%
NEUTRAL Count 13 4 17
% within DIETICIAN, CLIN.PSYCH 27.1% 14.8% 22.7%
% of Total i7a% 8,3% 22.7%
AGREE Count 29 18 47
% within DIETICIAN, CLIN.PSYCH 60.4% 66.7% 82.7%
% of Total 38.7% 24.0% 62.7%
STRONGLY AGREE Count Î 3 8
% within DIETICIAN, CLIN.PSYCH 10.4% 11.1% 10.7%
% of Total 6.7% 4.0% 10.7%
Total Count 46 27 75
% within DIETICIAN. CLIN.PSYCH 100.0% 100.0% 100.0%
% of Total 64,0% 36.0% 100.0%
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DIETICIAN. CLIN.PSYCH
TotalDIETICIAN
PSYCHOLOGI
ST
Q19 NEUTRAL Count 6 3 8
% within DIETiCIAN, CUN.PSYCH 10.4% 11.1% 10.7%
% of Total 6.7% 4.0% 10.7%
AGREE Count 24 16 40
%\mtfiin DIETICIAN, CÜN.PSŸCH 59,3% 63.3%
% of Total 32.0% 21.3% 53.3%
STRONGLY ÂGRËÉ Count 19 8 27
% viHthtn DIETICIAN, CUN.PSYCH 39.6% 29.6% 36.0%
% of Total 25.3% 10.7% 36.0%
Tola! Count 48 27 75
% »sS«5in DIETICIAN. CUN.PSYCH 100.0% 100.0% 100.0%
% of Total 64.0% 36.0% 100.0%
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Q1 * DIE-nCIAN, CUN.PSYCH
DIETICIAN. CLIN.PSYCH
TotalDIETICIAN
PSYCHOLOG
1ST
Q1 NEUTRAL Count 2 2 4
% vwthin DIETICIAN. CLIN.PSYCH 7.1% 5.3%
% of Tow 2.6% 2.6% ea%
AGREE Count 27 13 4C
% vsffitin D IE T IC m  CLIN.PSYCH 56.3% 4&4% 62JM
% of Total 35.5% 17.1% 52.6%
STRONGLY AGREE Count 19 13 32
% Viflhin DIETICIAN. CUN.PSYCH 39.6% 46.4% 42.1%
% of Total 25.0% 17.1% 42.1%
Total Count 48 28 76
% wsthin DIETICI/Uf. CLIN.PSYCH 100.0% ido.0% 100.0%
% ofTotal 63.2% 36.8% 100.0%
i
Q2 * DIETICIAN, CUN.PSYCH
DIETICIAN. CLIN.PSYCH
TotalDIETICIAN
PSYCHOLOG
1ST
02 DISAGREE Count 0 1 1
% Wthm DIETICIAN. CLIN.PSYCH 0.0% 3,6% 1.3%
% ofTotal 0.0% 1.3% 1.3%
NEUTRAL Count 2 1 3
% wRNn DIETICIAN. CLIN.PSYCH 4.2% 3.6% 3.9%
% ofTotal 2.6% 1S% 3.9%
AGREE Count 23 20 43
% Wflthin DIETICIAN. CUN.PSYCH 47.9% 71,4% 56.6%
% ofTotal 30.3% 26.3% 56.6%
STRONGLY AGREE Count 23 6 29
% Yflthln DIETICIAN. CLIN.PSYCH 47.9% 21.4% 38.2%
% o f f® l 30.3% 7.9% 38j%
Total Count 48 28 76
% within DIETICIAN, CUN.PSYCH 100.0% 100.0% 100.0%
% Of Total 63.2% 36.8% 100.0%
1
03 *  DIETICI/UI, CUN.PSYCH
DIETICIAN, CLIN.PSYCH
TotalDIETICIAN
PSYCHOLOG
1ST
03 DISAGREE Count 2 0 2
% Wthin DIETICIAN. CLIN.PSYCH 4.2% 0.0% 2.6%
% ofTotal 2.6% 0.0% 2.6%
NEUTRAL Count 1 3 4
% Wthin DIETICIAN, CUN.PSYCH 2.1% 10.7% 5.3%
% ofTotal 1.3% 3.9% 5.3%
AGREE Count 26 12 38
%vHthh DIETICIAN, CUN.PSYCH 54.2% 42.9% 60.0%
%  Of Total 34.2% 15.8% 50.0%
STRONGLY AGREE Count 18 13 32
% W*Nn DIETICIAN, CLIN.PSYCH 39.6% 46.4% 421%
% Of Total 2&0% 17.1% 42.1%
Total Count 46 23 76
% within DIETICIAN, CLIN.PSYCH 100.0% 100.0% 100.0%
%  Of Total 63.2% 36.8% 100.0%
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04 *  DIETICIAN, CUN.PSYGH
DIETICIAN, CUN.PSYCH
DIETICIAN
PSYCHOLOG
1ST Total
04 DISAGREE Count 1 3 4
% WtNn DIETICIAN, CLIN.PSYCH 10.7% 5.3%
% ofTotal 1.3% 3.9% 5.3%
NEUTRAL Count 13 11 24
% within DIETICIAN. CUN.PSYCH 27.1% 39.3% 31.6%
% ofTotal 17.1% 14.5% 31.6%
AGREE Count 22 12 34
% Wthin DIETICIAN. CUN.PSYCH . 45.6% 42.8% 44.7%
% ofTotal 28.8% 15.8% 44.7%
STRONGLY AGREE Count 12 2 14
% within DIETICIAN. CÜN.PSYCH 25.0% 7.1% 18.4%
% of Total 15.8% 2.6% 18.4%
Total Cwnt 48 28 76
% within DIETICIAN. CLIN.PSYCH 100.0% 100.0% 100.0%
% of Total 63.2% 36.8% 100X)%
I
05 •  DIETICIAN. CLIN.PSYCH
DIETICIAN. CL1N.PSYCH
DlETICmi
PSYCHOLOG
1ST Total
Q5 STRONGLY Count 0 1 1
DISAGREE % within DIETICIAN, CLIN.PSYCH 0.0% 3.6% 1.3%
% ofTotal 0,0% 1.3% 1.3%
NEUTRAL Count 6 1 7
% within DIETICIAN. CUN.PSYCH 12.5% 3.6% 812%
% Of Total 7.9% ia% 9.2%
AGREE Count 19 15 34
% Wimin DIETICIAN. CLIN.PSYCH 39.6% 53.6% 44.7%
% of Total 25.0% 19.7% 44.7%
STRONGLY AGREE Count 23 11 34
% wMn DIETICIAN. CLIN.PSYCH 47.9% 39.3% 44.7%
%OfToW 30.3% 14.5% 44.7%
Total Count 48 28 76
% wdthin DIETICIAN. CLIN.PSYCH 100.0% 100.0% 100.0%
% of Total 63.2% 36.8% 100.0%
1
06 ‘  DIETICIAN, CUN.PSYCH
DIETICIAN. CLIN.PSYCH
DIETICIAN
PSYCHOLOG
1ST Total
06 AGREE Count 26 18 44
% wrnrn DIETICIAN. CLIN.PSYCH 54.2% ■ 64,3% 57.9%
% Of Total 342% 23.7% 57.9%
STRONGLY AGREE Count 22 10 32
% wmm DIETICIAN. CUN.PSYCH 45.6% 35,7% 42.1%
% ofTotal 28.9% 13.2% 42.1%
ToW Count 48 28 76
% vnthin DIETiCIAN, CLIN.PSYCH 100.0% 100.0% 100.0%
% ofTotal 63.2% 30.6% 100,0%
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07  * DIETICIAN. CUN.PSYCH
DIETICIAN, CL1N.PSYCH
DIETICIAN
PSYCHOLOG
1ST Total
07 NEUTRAL Cowt 5 9 14
% within DIETICIAN, CLIN.PSYCH 10.4% 32.1% 18.4%
% Of Total 8.8% 11.8% 18.4%
AGREE Count 23 14 37
% Wittiin DIETICIAN, CUN.PSYCH 47.9% 50.0% 48.7%
% of Total 30.3% 18.4% 48.7%
STRONGLY AGREE Count 20 5 28
% within DIETICIAN, CUN.PSYCH 41.7% 17.9% 32.9%
% of Total 26.3% 8Æ% 32.9%
Total Count 43 28 76
% within DIETICIAN, CLIN.PSYCH 100.0% 100.0% ÎOÔ.0%
% of Total 63.2% 36.8% 100.0%
1
08 * DIETICIAN, CUN.PSYCH
DIETICIAN, CLIN.PSYCH
DIETICIAN
PSYCHOLOG
1ST Total
08 STRONGLY Count 6 1 6
DISAGREE % within DIETICIAN, CLIN.PSYCH 10.4% 3.6% 7,9%
% ofTotal 8.8% ia% 7.9%
DISAGREE Count 26 14 4C
% within blETICIAN, CLIN.PSYCH 54.2% 60.0% 52.6%
% ofTotal 34.2% 18.4% SZ8%
NEUTRAL ’count 9 10 IS
% within DIETICIAN, CÜN.PSŸCH 18.8% 35.7% 25.0%
% ofTotal 11.8% 13.2% 25.0%
AGREE Count 4 1 5
% W4twn DIETICIAN, CUN.PSYCH 8.3% 3.6% 6.6%
% OfTotal 5.3% 1.3% 6.6%
STRONGLY AGREE Count 4 2 6
%vwthln DIETICIAN, CLIN.PSYCH 8.3% 7.1% 7.9%
% OfTotal 5.3% Z6% 7.9%
Total Count 48 28 76
% Whin DIETiCIAN. CLIN.PSYCH 106.8% 100.0% 100.0%
% of Total 63.2% 36.8% 100.0%
j
09 * DIETICIAN, CUN.PSYCH
DIETICIAN, CL1N.PSYCH
DIETICIAN
PSYCHOLOG
1ST Total
09 DISAGREE Count 0 1 1
% Wtthh DIETICIAN, CUN.PSYCH 0.0% 3,6% 1.3%
% of Total 0D% 1.3% 13%
NEUTRAL Count 3 10 13
% within DIETICIAN, CLIN.PSYCH 8.3Ïg 35.7% 17.1%
% ofTotal 3.9% 133% 17.1%
AGREE Count 30 11 41
% Viithin DIETICIAN, CLIN.PSYCH 82.6% 39.3% 53.9%
% of Total 39.5% 14.5% 53.9%
STRONGLY AGREE Count 15 6 21
% within DIETICIAN. CLIN.PSYCH 31,3% 21,4% 27.6%
% of Total 19.7% 7.9% 27.8%
Total Count 48 28 76
% within DIETICIAN, CUN.PSYCH 100.0% 100.0% 100.0%
% of Total 632% 36.8% 100.0%
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b in  « DIETICIAN. CL1N.PSYCH
DIETICIAN. CLIN.PSYGH
PSYCHOLOG 
DIETICIAN I 1ST
CountDISAGREE
% wittiln DIETICIAN. CLIN.PSYCH
ofTotal
CountNEUTRAL
% wthst DIETICIAN, CUN.PSYCH 15.8%
% of Total
63.6%37Æ%% WWn DIETICIAN, CL1N.PSYCH
ofTotal
STRONGLY AGREE Count 35.7%% wittân DIETICIAN. CUN.PSYCH 34.2%13j%% OfTotal
Count _____
% Whin DIETICIAN. CUN.PSYCH 100.0%100.0%100.0% 100.0%36-8%% OfTotal
Q11 * DIETICIAN. CUN.PSYCH
DIETICIAN, CLIN.PSYCH
PSYCHOLOG 
DIETICIAN 1ST
Count 10.7%% wilrtn DIETICIAN. CLIN.PSYCH
% of Total
CountNEUTRAL 14.5%14.3%14.5%% «4tt»în DIETICIAN, CLIN.PSYCH
Count 67.1%67.9%% Whin DIETICIAN. CUN.PSYCH
67.1%25.0%42.1%% of Total
STRONGLY AGREE Count
18.8%% vnWn DIETICW4. CUN.PSYCH
ofTotal
Count
100.0%100.0%% within DIETICIAN, CUN.PSYCH
100.0%36.8%% of Total
Q12 • DIETICIAN. CLIH.PSYCH
DIETICIAN. CUN.PSYCH
PSYCHOLOG 
1STDIETICIAN
CountSTRONGLY
DISAGREE % Whin DIETICIAN, CLIN.PSYCH
% Of Total
Count
% within DIETICIAN. CUN.PSYCH
% of Total
NEUTRAL 32.1%% wthin DIETICIAN, CUN.PSYCH
30.3%it, of Total
Count 48.7%50.0%47.9%% within DIETICWI. CLIN.PSYCH
48.7%30.3%% ofTotal
Count
% wthin DIETICIAN. CUN.PSYCH 
% of Total
STRONGLY AGREE 10.5%14.6%
10.5%
Count 100.0%100,0%% within DIETICIAN. CLIN.PSYCH
100.0%a&8%63,2%% Of Total
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Q13 * DIETICIAN, CUN.PSYCH
DIETICIAN. CLIN.PSYCH
DIETICIAN
PSYCHOLOG
1ST Total
Q13 STRONGLY Count 2 0 2
DISAGREE % v « n  DIETICIAN, CLIN.PSŸCH 4,2% 0.0% 2.8%
% ofTotal 2.8% 0.0% 2.6%
DISAGREE Count 11 6 17
% vsithin DIETICIAN, CUN.PSYCH 22.8% 21.4% 22,4%
%  Of Total 14.5% 7.9% 22.4%
NEUTRAL Count 13 5 18
% Whin DIETICIAN, CLIN.PSYCH 27.1% 17.9% 23.7%
% of Total 17.1% 8j8% 23.7%
AGREE Count 14 12 26
% Whin DIETICIW, CLIN.PSYCH 292% 42.9% 342%
% of Total 18.4% 15.8% 34.2%
STRONGLY AGREE Count 8 5 13
% «dthin DIETICIAN. CLIN.PSYCH 16.7% 17.9% 17.1%
% ofTotal 10.5% 6.6% 17.1%
Total Coisit 48 28 76
% W I»  DIETICIAN. CÜN.PSŸCH 100.0% 100.0% 100.0%
%  Of Total 63.2% 36.8% 100.0%
' 1
Q14 * DIETICIAN. CUN.PSYCH
DIETICIAN. CLIN.PSYCH
DIETICIAN
PSYCHOLOG
1ST Total
Q14 STRONGLY Count 31 14 46
DISAGREE % Whin DIETICIAN. CLIN.PSYCH 84.8% 50.0% 592%
% of Total 40.8% 18.4% 59.2%
DISAGREE Count 15 12 27
% w # n  DIETICIAN, CLIN.PSYCH 31.3% 42.9% 35.5%
% ofTotal 19.7% 15.8% 35.6%
NEUTRAL Count 1 61 1
% Whin DIETICIAN, CUN.PSYCH 2.1% 6.0% 1.3%
% of Total 1.3% 0.0% 1.3%
AGREE Count 1 2 3
% within DIETICIAN, CLIN.PSYCH 2.1% 7.1% 3.9%
% of Total 1.3% 2.6% 3.9%
Total Count 48 28 76
% within DIETICIAN. CUN.PSYCH 100,0% 100.0% 100.0%
% ofTotal 832% 36.8% 100.0%
1...................
Q15 * DIETICIAN, CUN.PSYCH
DIETICIAN, CLIN.PSYCH
DIETICIAN
PSYCHOLOG
1ST Total
Q15 STRONGLY Count 12 11 23
DISAGREE :% Whin D IE T lC m  CLÎN.PSYCH 25.0% 39.3% 302%
1% of Total 15.8% 14.5% 30.3%
DISAGREE Count 23 11 34
1% within biËnCiAN. CCIN.PSYCH 47.9% 39.3% 44.7%
1% ofTotal 30.3% 14j% 44.7%
NEllTRAl: [Count 7 4 11
% within DIETICIAN, CLIN.PSYCH 14.6% 14.3% 14.5%
% of Totai 9,2% 5.3% 14.5%
AGREE Count 4 2 6
% within DIETIC^N. CLIN.PSYCH 8.3% 7.1% 72%
% ofTotal 5.3% 2.8% 7.9%
STRONGLY AGREE [Count 2 € 2
% witWn blETICIW. CLIN.PSYCH 42% 04)% 2.8%
% ofTotal 2J8% 0.0% 2.6%
Total [Count 4£ 2£ 76
% wNhhDÎÊnÔWÎ. CUN.PSYCH 100.0% 100.0% 100.0%
1% ofTotal 832% 38.8% 100.0%
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Q16 * DiETICim, CURPSYCH
DIETICIAN, CUN.PSYCH
PSYCHOLOG
DIETICIAN 1ST Total
Q16 NEUTRAL Count 3 1 4
% Whin DIETiCIAN, CÜN.PSŸCH 82% 32% 5.3%
% ofTotal 3.9% 1.3% 8.3%
AGREE Count 31 25 56
% Whin bïÉtiCIAN, CLIN.PSYCH 64.6% 89.3% 73.7%
% of Total 40.8% 32.9% 73.7%
STRONGLY AGREE Count 14 2 18
% Wtîin DlETiCiAN, CUN.PSYCH 292% 7.1% 21.1%
% OfTotal 184% 2.6% 21.1%
Total Count 48 28 76
% wMNn DIETICIAN, CLIN.PSYCH 100.0% 100.0% 100.0%
% of Total 63.2% 382% 100.0%
1
017 '  DIETICIAN. CUN.PSYCH
DIETICI/^,CUN.PSYCH
PSYCHOLOG
DIETICIAN 1ST Total
017 STRONGLY Count IS 10 25
DISAGREE % within DIETICIAN, CLIN.PSYCH 31.3% 35.7% 32.9%
% ofTotal 10.7% 132% 32.9%
DISAGREE Count 27 10 37
% within DIETICIAN. CLIN.PSYCH 56.3% 35.7% 48.7%
% OfTotal 35.5% 132% 48.7%
NEUTRAL Count 6 6 11
% V#tin DiÈtlCIÀN. CLIN.PSYCH 10,4% 21.4% 14.5%
% ofTotal 8.6% 7.9% 14.6%
AGREE Count 0 1 1
% Whin DIETiCIAN. CUN.PSYCH 0.0% 3.6% 12%
% OfTotal 0.0% 1.3% 12%
STRONGLY AGREE Count 1 1 2
% wWa DIETICIAN, CUN.PSYCH 2.1% 3.6% 22%
% ofTotal 1.3% 12% Z6%
Total Count 48 28 76
% Wthin DIETtCÏÂN. CUN.PSYCH 100.0% 100.0% 100,0%
% ofTotal 832% 382% 100.0%
1
018 '  DIETICIAN, CUN.PSYCH
DIETiCIAM, CUN.PSYCH
PSYCHOLOG
DIETICIAN 1ST Total
018 STRONGLY Count 11 15 26
DISAGREE % within DIETICIAN. CUN.PSYGH 22.9% 53.6% 342%
% ofTotal 14.5% 10.7% 342%
DISAGREE Count 19 9 28
% witftin DIETICIAN, CLIN.PSYCH 392% 32.1% 36.8%
% of Total 25.0% 11.8% 362%
NEUTRAL Count 12 3 15
% within DIETICIAN. CLIN.PSYCH 25.0% 10.7% 19.7%
% of Total 15.8% 3.8% 19.7%
AGREE Count 5 1 6
% within DIETICIAN, CLIN.PSYCH 10.4% 3.6% 7.9%
% of Total 6.8% 12% 72%
STRONGLY AGREE Count 1 C 1
% within DIETICIAN. CUN.PSYCH 2.1% 0.0% 12%
% ofTotal 12% 0.0% 12%
Total Count 4S 2£ 78
% within DIETICIAN, CUN.PSYCH 100.0% 100.0% 100.0%
% ofTotal 632% 382% 100.0%
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ABSTRACT
This study developed initially through an interest in the 
overrepresentation of Black people in inpatient mental health 
services in the United Kingdom. Due to the lack of research 
specifically with the Black African community, an exploratory study 
using grounded theory methodology was used to explore Black 
African-born peoples’ explanatory models of psychosis and their 
views in help-seeking in response to a hypothetical vignette. The 
aim of the study was to discover culturally informed views of 
psychosis and help-seeking in order to inform future research.
Participants were recruited initially via the researcher’s social 
network and then snowballed through participants and included eight 
men and women from four African countries. The emergent data 
demonstrated that participants hold multiple explanatory models of 
the symptoms presented, primarily including the Western medical 
model and those grounded in African models of health, including 
mental illness. These explanatory models seem to influence the 
help-seeking behaviour described by participants. In addition, 
participants described how multiple explanatory models may be used 
by people and multiple sources of help sought; informed by the 
cultural contexts to which participants had been exposed.
The theoretical concept of acculturation was adapted theoretically in 
this study to a model of flexible acculturation according to domain 
(i.e. health), context and circumstance. This is a tentative theoretical 
approach in need of more investigation through research in the hope 
of ultimately developing a sound empirical base which can be used to 
inform services on how best they can engage minority groups in 
mental health services.
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1. INTRODUCTION
The fundamental research question of this project is how cultural 
background may influence peoples' understanding of psychosis and 
their help-seeking behaviour. This literature review has been led 
largely by the data that emerged from the participants interviewed for 
this project. The review begins with demographic information about 
African people in the United Kingdom. This was completed prior to 
collecting the data and serves to highlight some of the challenges 
faced by Mental Health Services (MHS) in the UK in providing 
services for Black and minority ethnic people. Focusing on their 
presence in services; diagnostic issues and how they access help in 
the health service. The curiosity these issues inspired was central to 
the development of this research project, which evolved into an 
exploration of how laypeople, with no direct personal experience of 
mental illness would conceptualise a set of behaviours or symptoms 
associated with psychosis and then what sources of help they would 
recommend.
Following the first section, there is a review of the African context. I 
felt it was important to include broad information on the traditional 
African world-view and model of health and wellbeing. This 
information is broad and offers an overarching model, but does not 
offer information specific to a particular national, ethnic or tribal group 
,which will all have their own practices, and does not necessarily 
represent all parts of the diverse continent of Africa. Countries, for 
example, which have had a historically more Middle Eastern 
influence, such as Morocco, may not fit as well with the model 
described below which may be more relevant to sub-Saharan Africa 
(Helman, 2007). This section on the African context could not be 
omitted, as without it, much of the findings would be difficult to 
interpret. In addition, the African world-view, as with any culture.
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informs how people may view certain behaviours or illnesses and 
therefore how they seek help. Major challenges faced included the 
necessity of treating African people as a homogenous group. This 
was as a result of recruitment difficulties which made it impossible to 
gather data from just one national group. Initially, just Nigerian 
people were to be recruited, but following the failure to find enough 
participants, it was widened to include Black African-born people.
The review goes on to discuss specific issues that emerged in the 
data, such as the use of two medical models, the Western medical 
model and traditional African, and stigma.
The acculturation model, described by Flaskerud (2007, p 543) as 
“the ongoing process of modification of the culture of a group as the 
result of the contact with another cultural group”, has been used as it 
provided a model which can be used to articulate the mechanisms 
people use to adapt to a new cultural environment. In addition, it 
describes how they retain aspects of their root culture, the culture of 
their family or origin, even in the face of a dominant culture in which 
they are a minority group (Berry, 2001). It provides, therefore, a 
model by which to understand how the retention of root cultural 
beliefs and practices influence African peoples' conceptualisation of 
psychosis and their help-seeking behaviour. It has, however, not 
been used to predict how people will behave, but rather to add to the 
description of the dynamic process between culture and the interplay 
between beliefs and behaviours.
The information below was collected at periodic literature reviews 
which took place throughout the project and continued even as the 
analysis and discussion section were being written. Large databases 
of psychological literature and also specific journals were searched 
and texts (such as Mbiti, 1989) which appeared frequently in other 
papers (Offiong, 1999; Owuor, etal., 2006; van Dyk, 2001) were 
accessed. Literature was reviewed as concepts, such as 
acculturation, emerged in the analysis of the data and was therefore
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responsive to emergent categories in accordance with grounded 
theory methodology (Charmaz, 2006).
1.1. BLACK AFRICAN PEOPLE IN THE UNITED KINGDOM
1.1.1. Demographics
According to the 2001 national census
(http://www.statistics.aov.uk/census/aet-data/index.html). 0.8% of the 
UK population identified themselves as ethnically Black African, 
which represents a sizeable minority within the United Kingdom (UK). 
Research in both the UK and the United States of America (USA) 
show there is evidence that Black people are overrepresented within 
inpatient mental health services although much of the research is not 
clear about specific ethnicity of Black people (Blui, et al., 2003; 
Harrison, eta!., 1984; Lees, 2006; Strakowski, eta!., 1993).
1.1.2. ‘Black* as a homogenous group
Much of the existing research on the over-representation of Black 
people in MHS’s treats the Black population as a homogenous group, 
despite the wide cultural and ethnic distinctions between Black 
people from African, Caribbean and other Black backgrounds, for 
example. Black British. This means that the research offers little in 
terms of tailoring services around the needs of specific ethnic groups.
Statistics from the Healthcare Commission’s ‘Count me in census 
2008’ document indicated that the ethnicity of Black people was 
broken down into a number of groups, namely: Black Caribbean, 
Black African, Other Black, White/Black Mixed groups.
Unfortunately, this breakdown is not well evidenced within much of 
the mental health research available. This project has done the 
same thing to some degree in treating Black African people as a 
homogenous group with a broadly similar world-view with regard to
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mental illness, but still offers more specific information on cultural 
context than treating all Black people as one group.
1.1.3. The National Health Service
Policy documents provisioned by the National Health Service (NHS) 
and other government departments have identified some of the 
challenges the health service faces in providing adequate care to 
people from diverse ethnic groups (National Institute of Mental Health 
(NIMH), 1999). Judging from the census document there continue to 
be issues around the overrepresentation of Black people within 
inpatient MHS’s (Healthcare Commission, 2008). In 2008, 2.3% of 
inpatients were identified as being Black African. This is up from 
1.9% in 2005 (Healthcare Commission, 2008). It is not clear what 
percentage of the UK population is Black African and whether this 
represents an increase in the inpatient population in comparison to 
the size of the Black African population in the UK. The Healthcare 
Commission estimates that the Black population is likely to have 
risen since the 0.8% figure in 2001. What is striking is that Black 
people are estimated to be 20-36% more likely to be detained under 
the Mental Health Act (1983) on day of admission to inpatient 
psychiatric services (Healthcare Commission, 2008) than White 
people.
In this report, the terms schizophrenia and psychosis are used 
interchangeably, depending on the research quoted. Whilst 
schizophrenia and psychosis do not represent one diagnostic 
category (APA, 2000) the symptoms described in the vignette are 
shared by both. This research seeks to explore participants’ general 
approach to a described set of symptoms to explore how they 
conceptualise it and recommend help-seeking. Research has found 
that there is a higher prevalence of mental illness, particularly 
schizophrenia among Black (the term Black is used when the group 
is treated as a racial group and not as a specific Black ethnic group)
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people in the UK (Parkman, etal., 1997) as well as higher admission 
rates to intensive care and medium-secure psychiatric units for Black 
patients when compared to White service users (Blui, etal., 2003; 
Harrison, etal., 1984; Lees, 2006; Strakowski, etal., 1993). There is 
evidence that there is a significantly higher incidence of first episode 
of psychosis in older African-born people than older White people in 
a borough of London (Mitter, etal., 2004). Such differences have not 
been found in common mental disorders, such as depression or 
anxiety (Harrison, etal., 1988). Various reasons have been cited for 
the high admission rates among people from Black communities, 
including evidence of greater social withdrawal, poor social networks 
(Larson etal., 1998), stigma of psychiatric disorders,(Merritt-Davis & 
Keshavan 2006), the undermining of family support by services and 
low socio-economic status associated with immigration (Gupta & 
Bhugra, 2009). These issues may influence whether people from 
Black communities access psychiatric services in good time, 
particularly with regard to psychosis (Rose et al., 2004).
1.1.4. Diagnostic issues and the Diagnostic and Statistical Manual -  Fourth Edition 
-Text Revision
Diagnosis is relevant both in terms of how laypeople conceptualise 
their own or others’ difficulties but also how services determine 
provision of care. If a set of behaviours, such as those described in 
the vignette, are not viewed as a mental illness, people may not 
approach health services for help. Certain behaviours may not be 
viewed as pathological, meaning involving or due to a disease (APA, 
200), in some cultural contexts and therefore not in need of the 
treatment of health professionals.
The Western medical model, which is the medical model of diagnosis 
and treatment that predominates in the Western world including the 
UK, acknowledges cultural context to some degree in the Diagnostic 
and Statistical Manual - Fourth Edition - Text Revision (DSM-IV-TR)
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(American Psychiatrie Association (APA), 2000) in which it is 
recommended that clinicians formulate their clients’ cultural and 
ethnic context and how it relates to their presenting symptoms. This 
includes exploring the individuals’ cultural explanation of their illness 
(APA, 2000). In addition, the DSM-IV-TR provides a summary of 
some culture-bound syndromes. It lists, for example, ‘boufee 
delirante’, a syndrome observed in Haiti and West Africa. Symptoms 
include aggression, confusion and it is sometimes accompanied by 
auditory and visual hallucinations which the DSM-IV-TR says may 
resemble an episode of a Brief Psychotic Disorder (APA, 2000). 
Another example is ‘zar’ which is seen in parts of North Africa, such 
as Ethiopia, Somalia, Egypt and the Middle East and describes the 
experience of being possessed by spirits leading to dissociative 
episodes characterised by behaviours such as shouting, laughing, 
weeping and singing and also by withdrawal and apathy. ‘Zar’ is not 
considered locally to be pathological (APA, 2000). The above are 
examples of culture-bound disorders - folk illnesses, unique to a 
particular culture, or within a particular geographical area (Helman, 
2007). Helman (2007) says that in many parts of Africa spirit 
possession is a ‘culture-bound’ disorder. Within the Xhosa tribe, an 
indigenous tribe in the Eastern and Western Cape of South Africa, 
there is an illness known as ‘amafufunyana’. According to Mzimkulu 
and Simbayi (2006) ‘amafufunyana’ maps on diagnostically to 
psychosis. Associated symptoms include delusions, hallucinations, 
hysterical behaviour, violent madness, aggression, disorientation, flat 
affect and avolition (Mzimkulu & Simbayi, 2006). Whilst these 
symptoms seem to map onto symptoms associated with psychosis in 
the Western medical model, within the Xhosa tribe, they may be 
viewed as a result of spirit possession or a curse and therefore not in 
need of treatment from Western medical doctors.
Helman (2007) offers a critique of the separation of ‘culture-bound’ 
disorders by saying that culture is only one factor that may determine 
human behaviour. There are always wider contextual issues such as
146
socio-economic conditions, time and demography. In addition, he 
argues that all syndromes are ‘culture-bound’ to some degree 
(Helman, 2007). Watters (2010) agrees with this critique and argues 
that mental illness is shaped, to some degree by the cultural and 
social environment in which people live. He cites the prevalence of 
hysterical-Ieg paralysis in Western women in the 19th century as an 
example of how distress was expressed in response to the 
restrictions on women’s social roles at the time and he argues that 
people shape their symptoms to fit a certain cultural niche. Watters 
(2010) goes on to suggest that global understanding of mental illness 
is being ‘americanised’ in that the diagnostic categories used in the 
DSM-IV-TR are being more widely used, and argues that there may 
be negative consequences of this. Western ideas around the self, as 
the centre of control underlies much of our thinking around mental 
illness and which may undermine some of the cultural stories which 
people use to make meaning and take comfort. (Watters, 2010)
Whilst the discussion above is not offered in an attempt to 
deconstruct the concept of schizophrenia, as is done by some 
authors (e.g. Bentall, 1993) it does offer the perspective that how 
psychosis and mental illness in general is perceived or 
conceptualised differs across cultures. This may prove challenging 
for a Western MHS working with members of minority ethnic groups 
(Flaskerud, 2000). Whilst according to the dominant model used in 
the UK they are symptoms of a psychological disorder in need of 
treatment, they may not be perceived as such by members of 
minority ethnic groups which may impact on them accessing care 
from MHS’s.
1.1.5. Pathways to care
Research in the USA and the UK suggests that Black people have 
more complex and less desirable routes into care compared with 
Whites. By not accessing primary care early on in the progression of
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the illness people are at risk of being placed in inpatient services 
after having a long period of untreated psychosis. In addition, Bhui et 
al. (2003) suggested that Black patients had more complex pathways 
to specialist care which may have been due in part to ethnic 
variations in assessment in primary care. For patients first 
presenting with a psychotic disorder, the duration of untreated 
psychosis (DUP) i.e., the time between the onset of positive 
psychotic symptoms and the initiation of appropriate treatment, 
varies from a few weeks to several years. Studies report that a longer 
DUR is associated with poorer clinical outcomes and can result in a 
higher rate of inpatient treatment with longer inpatient stays and 
greater functional disability (Black ef a/., 2001).
1.1.6. Help-seeking
The evidence described above highlights problems with Black people 
with what the Western medical model understand to be psychosis 
having longer periods without treatment, being missed by primary 
care services and therefore being more likely to be admitted to 
inpatient services. This has a negative impact on their prognosis in 
the longer-term. The causes of this are not entirely clear and may, in 
part, be due to cultural factors which influence how the changes in 
their behaviour are conceptualised. If their behaviour/symptoms are 
not viewed as a mental illness, one could hypothesise that they are 
less likely to approach MHS’s for treatment.
Ethnic and cultural factors have been found to influence peoples’ 
health-seeking behaviours, particularly with regard to psychosis 
(Merritt-Davis & Keshavan, 2006). Help-seeking behaviours of both 
patients and their families has been found to be influenced by 
knowledge held about mental illness and mental health services as 
well as social perceptions and attitudes (Landrine & Klonoff, 1994; 
Merritt-Davis & Keshavan, 2006). Symptom attribution has been 
found to play a role because if symptoms are not viewed as a mental
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illness, MHS’s may not be approached for help. Early psychotic 
symptoms have been found in African Americans to be attributed to 
lack of motivation, depression and relationship stress (Compton, et 
al., 2004). In addition, African Americans have been found to more 
strongly endorse supernatural, folk, mystical or spiritual beliefs as 
causes of illness when compared to White Americans (Alvidrez, 
1999). Much of the research in this area looked at has people with a 
diagnosis of schizophrenia or psychosis (Parkman, etal., 1997; 
Strakowski, etal., 1993) and with members of their family 
(Barrowclough, etal., 2001 ; Compton, etal., 2004) who already have 
had some contact with MHS’s; and not with members of the 
community not yet familiar with MHS’s.
In a study in Holland, looking at help-seeking in Ghanaian immigrants 
it was found that people sought help from MHS’s and informal 
culturally-based sources (Knipscheer & Kleber, 2008). In addition, 
the research found that acculturation had an influence on people’s 
willingness to seek treatment, with an increased level of integration 
making use of formal services more likely. A quarter of the sample 
approached traditional healers (including priests) for help and the use 
of traditional healers was found to be related to being older and being 
raised in rural communities (Knipscheer & Kleber, 2008). The views 
held by the community as opposed to people already involved in the 
mental health system are important because there may be beliefs 
(i.e. around stigma) that influence peoples’ help-seeking behaviours, 
which is what this study hopes to explore.
1.2. THE AFRICAN CONTEXT
1.2.1. Traditional Belief Systems
“Because traditional religions permeate all the departments of 
life, there is no formal distinction between the sacred and the secular, 
between the religious and non-religious, between the spiritual and
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material areas of life. Wherever the African is, there is his religion...” 
Mbiti, African Religions and Philosophy {^989, 2nd Edition, p2).
Whilst there is not a homogenous traditional belief system about 
health across the African context, there is a shared socio-religious 
philosophy which is shared by Africans (van Dyk, 2001). In 
describing this shared socio-religious philosophy I have relied heavily 
on two texts, namely Mbiti (1989) and van Dyk (2001). As described 
earlier, Mbiti's (1989) work is referred to frequently in other texts and 
offers a broad and detailed description of the African context, and 
van Dyk's paper offers an accessible model by which to understand 
traditional African belief systems. It is important to note, however, 
that neither of these texts are based on contemporary and robust 
empirical research but have been used in the absence of such and 
do offer a broad perspective which contributes towards 
contextualising aspects of this study.
At this junction it may be useful to explore the epistemological issues 
with regards to the anthropological aspects of this study. In Ladson- 
Billings’s (2003) chapter on ethnic epistomologies, she articulates 
how the premise of European worldview, Descarte’s notion of the 
individual mind being the source of knowledge as opposed to the 
African notion of “Ubuntu”, translated it means ‘I am because we are’ 
which implies that knowledge is reliant upon relationships with 
others. As proposed by Latour (1993), Gladstone-Billings describes 
how epistemology is bound to worldview and how the dominant 
paradigm claims to be the legitimate way to view the world, despite 
the existence of systems of knowledge, which are well developed but 
which contrast with the Euro-American epistemology which 
dominates. Latour (1993) explores our notions around the term 
‘modern’ and how this impacts on our views of anthropological 
studies of those cultures sometimes described as premodern. He 
proposes that there is an epistemological problem in anthropological 
studies in which cultures are compared to the ‘yardstick’ or western
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culture. Latour (1993) suggests that we adopt the stance of relativist 
relativism, meaning that we undertake to avoid using systems of 
measurement that are based within the western paradigm but rather 
to consider the relationism, or commensurability between cultures ' 
rather than grasping for universal ‘absolutes’ to form our 
understanding. Within the limitations of this psychological study, it 
has not been possible to entirely follow Latour’s recommendations, 
but it is important to try to avoid ‘absolutes’ when considering this 
research.
Within the African context, there is a “holistic and anthropocentric 
ontology” (van Dyk, 2001, p 2). This views man as central and 
inseparably part of the cosmos, which includes God, nature and 
spirits (Mbiti, 1989). Research from different countries, for example 
Uganda, Nigeria, Zimbabwe and South Africa, offer a broad model by 
which to understand traditional African beliefs. Van Dyk’s (2001) 
paper, written in the South African context in reference to AIDS 
prevention, describes three cosmic orders: the macro-cosmos, meso- 
cosmos and micro-cosmos which provide a framework by which we 
can understand the broader African world-view. The descriptions 
offered below contribute towards locating the belief systems 
described by participants.
The macro-cosmos
This is the universe which God inhabits, along with the spirits and 
ancestors of the chosen dead. Within traditional religious beliefs,
God is viewed as the creator who is distant from humans, having 
removed himself from them. More important, therefore, to the 
everyday lives of people are the living spirits of dead ancestors 
(Mbiti, 1989; Helman, 2007). Within this belief system, the ancestors 
are benevolent spirits who are able to protect members of their tribe, 
but who may also withdraw their protection, thereby allowing witches 
and sorcerers to attack individuals or the tribe (Mbiti, 1989; Young,
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1997). Many traditional rites are carried out in order to maintain the 
protection of the ancestral spirits (Mbiti, 1989). Ritual is an important 
aspect of maintaining the positive support of the ancestral spirits 
(Crawford & Lipsedge, 2004).
The meso-cosmos
The intermediate universe is called the meso-cosmos. This is where 
sorcerers, witches and evil spirits live. It is these beings that give 
rise to good and bad fortune and is particularly relevant to 
understanding the traditional African approach to illness (van Dyk, 
2001). Van Dyk (2001) says:
“ The day-to-day psychological fate of individual beings in Africa is 
regulated and controlled by the complex relations humans and the 
invisible but powerful creatures of the meso-cosmos" (p 3).
An important distinction that van Dyk (2001) describes is that within 
traditional beliefs around health problems, including mental illness, 
African people may view their illness as a medical problem, 
according the Western medical model, that they have developed 
because another person maliciously ‘sent’ the illness through magical 
means. This explains why, certainly in South Africa, it is not 
uncommon for people to approach a Western doctor to treat the 
symptoms of the illness as well as a traditional healer to ascertain the 
personal cause of the illness, such as a curse. In African societies, 
sorcerers or witches are usually viewed as the causes of misfortune 
and illness (Mbiti, 1989).
The micro-cosmos
This is the practical, day-to-day collective and social life of people in 
Africa. Within this layer of the cosmos, germs and pollution can be 
viewed as causes of illness (van Dyk, 2001). Drug-use as a cause of
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mental illness may be an example of causality within the context of 
the micro-cosmos.
In summary, according to Mbiti (1989), there is a hierarchical system 
in which mystical power exists. God has the most control over the 
system but the spirits and the living-dead (ancestral spirits) have a 
proportion of the power. Some human beings are able to manipulate 
or access some of this power. The power which exists in the 
universe can be useful, neutral or harmful (Mbiti, 1989).
Aetiology of psychosis from an African perspective
As in the Western medical model, aetiologies of mental illness as 
explained in African cultures are numerous. In one study, traditional 
healers reported that they believed that supernatural powers were 
the likely cause of psychosis, with a curse cast as a result of jealousy 
viewed as a major cause (Mzimkulu & Simbai, 2006). Another 
possible cause they described was the withdrawal of protection by 
ancestral spirits, angered by a family’s failure to conduct appropriate 
rituals (Mzimkulu & Simbai, 2006). Anders (2003) describes ritual as 
a central aspect of African culture which is used as part of the 
healing of mental health problems.
Unlike Western psychiatry in which psychological distress is located 
within the individual, traditional African beliefs locate the problem or 
disorder within the community both in terms of cause and treatment 
(Crawford & Lipsedge, 2004). In a Nigerian study in which 
caregivers were asked about possible causes of schizophrenia and 
affective disorder, they found that the most important cause identified 
was that the illness was the result of “satan’s work’’ (35.8% of 
participants). Following this, they named: “natural illness’’ (23.2%); 
“genetic” causes (9.5%); “witchcraft” (10.5%) and “curse by enemies” 
(10.5%) (Ohaeri & Fido, 2001). Drugs were also thought to be a 
cause of mental illness (Ohaeri & Fido, 2001).
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1.2.2. The Role of Religion
This section has been included because most of the participants in 
this study made reference to the importance of church and religion in 
both seeking help and also overcoming difficulties, including social, 
psychological and health difficulties. In addition, as psychosis may 
be viewed as having spiritual causes, religion is relevant to the 
explanatory models employed by some ethnic groups in relation to 
psychosis. It is important to distinguish some of the characteristics of 
Christianity in Africa as it emerged in the analysis that some 
traditional African beliefs have been incorporated into Christian 
practice in Africa.
Mbiti (1989) says Africans have probably always had a concept of 
God, the specifics of which vary across tribes. The boundary 
between the traditional notions of God and how it is the same or 
different from the Christian God is not clear, however. Christianity 
has been well established in North Africa since long before the 
existence of Islam in the seventh century (Mbiti, 1989). This is 
primarily due to colonialisation, freed African slaves returning to West 
Africa and the work of European missionaries in much of Africa 
(Mbiti, 1989; Owuor, etal., 2006). Mbiti (1989) describes a 
‘baptising’ of African cultural traditions into Christianity in Africa and 
uses the concept of acculturation to describe the cross-fertilisation of 
religion and culture in general. Mbiti (1989) uses the term ‘contact 
religion’ to describe how people may feel no contradiction in having a 
combination of practices and beliefs from two or more religious 
traditions in Africa. He says that both rural and urban dwellers resort 
to their traditional methods as well as their church or mosque in times 
of illness or crisis (Mbiti, 1989). Islam also has a significant following 
in Africa and Mbiti (1989) estimates that a third of Africans are 
Muslim, however as none of the participants identified themselves as 
Muslim, Christian beliefs have been described in this report.
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Mzimkulu and Simbayi (2006) describe the rise of independent 
African Christian churches, which they say broke away from the 
western-orientated missionary churches. They are significant to this 
study because they have a shared theory of disease and health with 
other traditional healers (Mzimkulu & Simbayi, 2006). In the Luo 
Independent Church, an African Independent Church in Kenya, the 
Gospel is expressed using African practices and idioms (Owuor, et 
ai, 2006). These ‘spiritual churches' were referred to by most of the 
participants of this study who reported that African spiritual churches 
have a presence in the UK. Unfortunately, it was not possible to find 
information on the scope or numbers of African spiritual churches in 
the UK.
1.2.3. Care in the African Context
Large World Health Organisation (WHO) studies have been 
conducted repeatedly over the last three decades looking at the 
course and outcomes of schizophrenia in developing countries 
(WHO, 1979 in Anders, 2003). These have found that the course and 
outcome of schizophrenia is better in developing countries, 
particularly in Africa and rural India, despite little access to 
psychotropic medication and the privileging of community treatment. 
This favourable outcome was seen in longer periods of remission 
and fewer episodes (WHO, 1979 in Anders, 2003).
Anders (2003) claims that treatment for psychosis within the African 
context is more holistic in its focus and includes the family and 
communities involvement in ritual, counseling and spiritual and 
physical interventions with the view that difficulties can be resolved 
and not just managed. Participants, however, reported low 
availability of formal mental health services in Africa. In one Nigerian 
study, only 9% of people with a 12-month duration of a diagnosed 
DSM-IV disorder had received treatment from the health service, with
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just 1% receiving treatment from a mental health service (Gureje & 
Lasebikan, 2006). In certain areas of Africa, traditional healers are 
the only source of health care for a vast majority of the population 
(Offiong, 1999).
1.2.4. The Role of Traditional Healers
For the purposes of this report, the term ‘traditional healers’ is a 
broad term used to denote a person practicing healing or traditional 
medicine according to traditional African beliefs/practices and 
encompasses the terms ‘herbalists’, ‘witchdoctor’ and ‘medicine­
men’.
In the African context in which illness is viewed as the result of a lack 
of harmony of an individual and his environment (including the 
macro, meso and micro-cosmos), traditional healers are viewed as 
the interface between the individual and these other aspects of the 
environment (Crawford & Lipsedge, 2004). Their role is to identify 
the cause of the imbalance and use appropriate treatments to restore 
equilibrium. Traditional healers are highly respected members of the 
community who play a fundamental role in community life (Crawford 
& Lipsedge, 2004). Mbiti (1989) says that every village in Africa will 
have a traditional healer within reach. The route into the role and the 
training and descriptions of traditional healers differ across national 
and tribal groups.
Traditional healers are used to heal the sick, prevent misfortune and 
to detect the causes of illness, which is frequently viewed as a 
supernatural cause (Offiong, 1999). Traditional healers encourage 
discussion and collaboration with the family of the distressed person 
in the hope of increasing the family’s sense of cohesion (Crawford & 
Lipsedge, 2004). In addition, they use a variety of methods for 
treating the ailment, which may include the use of herbs, potions, 
plants and also animal sacrifice (Offiong, 1999).
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1.2.5. The Use of Dual Medical Models
Research from South Africa suggests that there is a need for 
Western medical psychiatric health services to accept a more holistic 
approach to care, which means including alternative practices such 
as traditional healing (Mzimkulu & Simbayi, 2006). Mzimkulu and 
Simbayi (2006) interviewed traditional healers who were treating 
psychiatric patients, admitted to a psychiatric hospital in South Africa, 
and who were receiving treatment from both traditional and Western- 
psychiatric professionals at the same time. They maintain that this is 
not unusual practice in Africa. Although it is frequently frowned upon 
in Western health care settings, patients and their relatives frequently 
insist upon more holistic care packages and it takes place in both in 
and out-patient services (Mzimkulu and Simbayi, 2006). Crawford 
and Lipsedge (2004) reinforce these findings by saying that it is 
common for people to seek help from a number of sources and are 
not to be bound to a single consistent theory of treatment. Western 
doctors may be approached for relief of symptoms and a traditional 
healer for an explanation of the cause of the illness. Research in 
Uganda and Ghana with university students has found they were 
able to achieve cognitive coexistence between modern values and 
ideas and traditional African supernatural beliefs (Dugbertey, 2001 ; 
Opolot, 1981).
1.2.6. stigma
Stigma does not seem to fully explain people’s help-seeking 
behaviour and is therefore treated as merely one aspect of help- 
seeking in the context of this study. Research has found that the 
public have stigmatising attitudes towards people with schizophrenia 
(Ay, etal., 2006; Reinke, etal., 2004; van Dorn, etal., 2005). There 
is a vast body of literature pertaining to stigma related to mental 
illness and therefore only that relevant to the African context will be 
reviewed here.
157
Gureje and Lasebikan (2006) say that treatment for mental health 
disorders in Africa is hampered by poor provision, poor knowledge by 
the public of mental health disorders but also by stigma. This view 
was reinforced by research done in Nigeria in which high rates of 
anger and stigma were identified in psychiatric caregivers (Ohaeri & 
Fido, 2001). There are differing opinions in the literature about 
prevalence of stigma in relation to mental health problems. Anders 
(2003) reports lower rates of stigma in Africa in comparison to the 
developed world although this perspective was not reinforced by 
another study which found that there are higher rates of stigma 
against people with mental illness in Nigeria than in Western culture 
(Adewuya & Makanjuola, 2005). It seems in the literature that stigma 
may be linked to the perceived causes of the disorder and may 
reflect more tribal or geographical differences across the continent. 
Some studies indicated that there is a greater likelihood of 
stigmatising attitudes towards mental illness and AIDS if the illness is 
perceived to have supernatural causes (Ohaeri & Fido, 2001 ; 
Kalichman & Simbayi, 2004).
1.3. ACCULTURATION
One psychological theory that is relevant to this study is that of 
acculturation, as described by Berry (2001). Berry uses the term 
‘acculturation attitudes' to describe the extent to which people wish to 
have contact with people outside their group and the extent to which 
people wish to maintain their cultural attributes. Acculturation can 
also be used to understand how the dominant group views the 
immigrant group, and in particular how the dominant group expects 
the minority group to change or adapt to the dominant culture. Berry 
identifies the anthropological roots of his theory and argues that 
psychology has lagged behind in contributing towards thinking about 
immigration. He describes acculturation as the contact between two 
cultural groups which brings about change in both cultures. It is.
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therefore a mutual process between groups. This contact has a more 
significant impact on the non-dominant group. The theory considers 
how much each group is able to maintain its culture in the face of a 
dominant culture. Berry maintains, however, that the demise or 
absorption of the minority culture into the dominant culture is not 
necessarily as complete as has been assumed. (Berry, 2001)
As this study does not aim to predict how African people will behave, 
or to describe their behaviour in a generalisable way. Berry’s (2001) 
model of acculturation is still viewed as useful in providing a structure 
by which to describe some of the behaviours or opinions of the 
participants in the study.
The choice of the theoretical perspective of acculturation was guided 
by studies on psychiatric problems in immigrants in which descriptive 
theories on acculturation were applied to immigrant groups. Whilst 
Berry’s (2001) acculturation model does not provide an exhaustive 
framework by which to describe the outcomes of this study, it assists 
in describing how people hold onto or discard the beliefs and 
behaviours of their root culture. In Oppedal, et al. ’s (2005) study in 
which they explored ethnicity, acculturation and psychiatric problems 
in young immigrants, they found that the pattern of adaptation to 
cultural context was complex and that there was an idiosyncratic 
relationship between socio-cultural factors and psychiatric symptoms 
making it difficult to develop a unified theory of the relationship 
between ethnicity, culture, acculturation and psychiatric symptoms 
(Oppedal, et al., 2005). Despite the variance between study 
outcomes there are some interesting findings. Factors such as 
language abilities and the perception that both cultural identities are 
integrated have been found to benefit psychological outcomes 
(Chen, etal., 2008). Acculturation differs between first and second 
generation immigrants in terms of the relationship to psychiatric 
symptoms (Duarte, etal., 2008).
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1.3.1. Acculturation Strategies
Berry (2001) describes four possible acculturation strategies which 
may help to understand the data:
1. Assimilation: Here an individual seeks daily contact with other 
cultures because they do not want to maintain their cultural 
heritage.
2. Separation: This is the opposite of assimilation and occurs 
when individuals wish to maintain their culture and do not want 
to interact with the dominant culture.
3. Integration: This occurs when both cultures wish to maintain 
their own culture but also to engage frequently with the other 
cultural group. This strategy leads to the maintenance of some 
degree of cultural identity.
4. Marginalisation: This occurs when a member of the immigrant 
group, possibly as a result of enforced cultural loss, does not 
pursue cultural maintenance or the.formation of relations with 
others. Marginalisation may occur as a result of exclusion or 
discrimination.
These attitudinal positions proposed by Berry (2001) assume that the 
members of the immigrant group have the freedom to choose how 
they engage with the dominant cultural group. This applies to the 
strategy of integration, which is reliant on the receiving society being 
inclusive and open. The cultural groups therefore need to be 
mutually accommodating for integration to be achieved. More 
specifically, immigrants need to adopt some of the values of the 
wider society and the dominant group need to adapt to them. Berry 
proposes that his adaptation needs to take place in the realm of 
national institutions, such as in the health and education services. 
This process is reliant on a society placing value on the notion of a 
multicultural society which values diversity and therefore in the
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process of acculturation, both groups are required to adapt. (Berry, 
2001)
Another important concept or parallel approach to acculturation 
strategies is the role of cultural identity. According to Berry (2001), 
there are two dimensions along which we construct our cultural 
identities - identification with one's heritage and identification with the 
dominant group or society. These notions map onto the four 
acculturation strategies in that integration is achieved if both 
identities are asserted. Marginalisation occurs when one doesn’t feel 
attached to either identity. Assimilation or separation occurs when 
one identity is powerfully emphasised over another one. (Berry, 
2001)
1.3.2. Critique of the Acculturation model
Bowskill, etal. (2007) criticise Berry’s model because it doesn’t 
adequately account for context and is viewed as being static, placing 
study participants into mutually exclusive positions in terms of their 
acculturation strategies. In this study I hope to elaborate on the 
strategy of integration, which Bowskill etal. (2007) suggest is the 
position or strategy privileged by the literature and the UK media. In 
response to Bowskill e ta l’s (2007) critique, and the data of this study, 
I will elaborate in the ‘discussion’ section on some of the factors 
which may influence the integration strategy. In addition, Bowskill et 
al’s (2007) offer the critique that acculturation focuses on the 
individual and does not adequately acknowledge the broad 
sociopolitical forces which may impact on acculturation, although in a 
more recent paper by Berry et al (2006) there are recommendations 
for how national governments can help immigrants’ integration while 
still promoting their cultural identity. This will be explored in the 
‘implications for clinical practice’ section below.
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In a review of studies using this model of acculturation, Landrine and 
Klonoff (2004) criticise the model because they say is does not 
provide a means to predict how different groups acculturate. They 
argue that various studies have shown that different genders in 
different cultural groups respond so differently in terms of their health 
behaviours that the evidence lacks coherence. In addition, Landrine 
and Klonoff (2004) recommend that researchers consider the 
prevalence of certain behaviours in the country of origin when 
considering the role of acculturation as it directly affects whether 
certain culturally informed behaviours will be maintained or not. This 
has been done in this study to some extent as, in the course of 
interviews, how psychosis would be conceptualised and treated in 
the participants' country of origin was explored.
1.4. CURRENT STUDY
A review of the literature suggests that there are culture-specific 
belief systems that influence how illness is conceptualised in terms of 
causality, help-seeking and treatment. These belief systems do not 
necessarily map onto the Western medical model that is 
predominantly used in the UK.
The present study seeks to uncover some of the themes related to 
belief systems in African-born people living in the UK who do not 
themselves have a diagnosis of psychosis. It aims to explore the 
impact of culturally influenced belief systems on help-seeking 
behaviour in people not knowledgeable about MHS’s after they have 
been provided with a hypothetical case of an African person 
developing symptoms which map onto the Western medical model’s 
understanding of psychosis. In so doing, the study will expand on 
the current research base and provide potential topics for further 
research. This may in turn inform services on alternative ways of 
engaging with minority ethnic groups in order to encourage help-
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seeking, thereby reducing the length of time in which people remain 
distressed and untreated for symptoms of mental illness.
Whilst there is a broad world-view that is traditionally held across 
much of Africa which translates into a general approach to health and 
wellbeing, there are obviously differences in specific ethnic beliefs 
and practices across the over 3000 tribal groups on the continent 
(Mbiti, 1989). It is beyond the scope of this project to consider the 
specific national or tribal practices described by participants and this 
research hopes to provide a broad perspective to inform further 
research. In addition, the participants may have acculturated to the 
UK some degree, and possibly in more in some domains and less in 
others. The results of this study are purely intended to provide 
exploratory themes to aid clinicians in broadening their 
understanding of other explanatory models of psychosis and to 
provide ideas for further research.
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2. METHOD
2.1. QUALITATIVE METHODOLOGY
2.1.1. Overview of qualitative methodology
The aim of qualitative research is to increase our understanding of 
peoples’ lived experiences (Elliott, etal., 1999). The researcher 
endeavors to develop an understanding of a particular phenomenon 
from the perspective of the participants. Although the qualitative 
researcher acknowledges that their own perspective influences the 
research to some degree, they attempt to distance themselves from 
their own values sufficiently to represent the perspectives of the 
participants and contribute towards a richer understanding (Elliott, et 
al., 1999). In traditional quantitative research, the researcher is 
required to accurately operationalise existing concepts within theory 
and then develop testable hypotheses which are related to the 
relationships between concepts in the theory (Charmaz, 2006). 
Qualitative methods allow the researcher to pursue leads that 
emerge in the course of the research (Charmaz, 2006). For this 
reason it was assessed as being more appropriate to this study. I did 
not want to influence the emergence of data by providing categories 
or options for participants to select, as may be done in quantitative 
research. I hoped that by using open ended questions I would be 
more likely to uncover richer culture-specific information that 
quantitative methods may not allow for.
2.1.2 Grounded Theory
Grounded theory methodology provides flexible but systematic 
guidelines for the collection and analysis of qualitative data which 
allows the researcher to construct theories that are grounded in the 
data itself (Charmaz, 2006). A grounded theory is developed through 
a process of simultaneously collecting and analysing the data
164
collected (Glaser & Strauss, 1967). In Glaser and Strauss's (1967) 
original guidelines, the literature review ought to be undertaken after 
analysis of the data so that the codes are constructed from the data 
and not influenced by prior theoretical knowledge although with the 
realities of research project requirements, some review of literature 
prior to analysis is usually necessary (Charmaz, 2006). Charmaz 
(2006) recommends constant comparison of the data throughout the 
study. This allows the researcher to become aware of the 
complexities within the data.
In more recent years it has been proposed that the researcher is 
required to reflect on her® own role in the analysis and that the theory 
resulting from it is a construction of the research process (Charmaz, 
2006). As part of this social constructionist approach to grounded 
theory, the data is viewed as the grounded in the experiences of the 
participants and provides an opportunity to explore how they 
construct their experiences and the world they live in (Charmaz, 
2006). The theory generated from the data is viewed as an 
interpreted description of the participants context as well as the 
interpretation of the researcher and not necessarily a theoretical 
truth.
The constructionist grounded theory tradition examines the way we 
construct our social reality within a particular historical or cultural 
context (Coyle, 2007). Whilst this study is grounded in the 
constructionist grounded theory tradition (Charmaz, 2006), it is not an 
exploration of personal experiences, but is focused on exploring 
opinions formed in the context of their wider cultural milieu, although 
personal experiences do arise in the course of the interviews, 
examples of which can be found in Appendix i. This probably places 
this research somewhat within a more Objectivist Grounded Theory 
stance in which the researcher views herself as a neutral observer
The feminine wiii be used in the text as it represents the gender of the author.
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discovering objective facts about the world (Charmaz, 2006). The 
objective of this study is not to discover knowable truths but rather 
personal culturally-informed opinions that may shed light on possible 
influences on a group’s help-seeking behaviour.
2.1.3 Rationale for Using Grounded Theory
This is an exploratory study in a little researched area, which was the 
primary reason for using grounded theory methodology. In addition, 
it has an ethnographic focus, meaning that it is looking at the life of a 
particular group from the descriptions of insiders of that group 
(Charmaz, 2006). It is important to note that the use of the term 
‘ethnographic’ is not used to imply that research methods more 
typically used in ethnographic research (i.e. intensive immersion in a 
specific cultural group) were used in this project, but rather that the 
cultural context of the participants’ in this study are directly relevant 
to the emergent theory and therefore warranted description and 
exploration.
Within grounded theory the researcher is required to remain open to 
the actions/opinions of the participants. Charmaz (2006) 
recommends that the ethnographic researcher works from the 
ground up to follow whatever is found to be of greatest interest. This 
method fitted well with my approach to the research questions in that 
it allowed an open and flexible approach to whatever material 
emerged in the course of the interviews, such as material on 
participants’ cultural context. In addition, grounded theory fits well 
with this type of study as it gives priority to the phenomenon being 
studied and offers a structural approach to the gathering and analysis 
of the data (Charmaz, 2006). Grounded theory offers systematic 
guidelines to explore beneath the surface of the initial questions and 
encourages the researcher to create novel concepts and categories 
(Charmaz, 2006).
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other methodologies may have been used for this study, such as 
I PA. This would have explored in more detail the individual lived 
experience of participants (Smith & Eatough, 2007), but as this is an 
under-researched area in which opinions were asked about a 
hypothetical case, grounded theory was viewed as a means of 
uncovering a broad cultural perspective to inform further research.
2.2. PARTICIPANTS
2.2.1. Demographics
Demographic data was not formally collected but emerged in the 
course of the interviews. The initial decision not to formally gather 
demographic information was made in order to avoid making specific 
links between certain demographic factors and the data. 
Unfortunately, this was an error of judgement and once the mistake 
was realized it was not possible to contact all the participants to gain 
demographic information. Therefore, this is a shortcoming of this 
study as it was not possible to fully situate the sample. Eight 
participants took part in the study, four men and four women. It 
emerged in the interviews that the participants ranged in age from 21 
to 50 years old. The length of time they had lived in the UK ranged 
from eight months through to over two decades. All participants' 
names have been changed to protect their anonymity. Below is a 
table of the demographic information that emerged.
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Table 1. Participants* Démographie Information
Participant Gender Country of 
Origin
Occupation
John Male Nigeria Unknown
Alice Female Sierra Leone Cleaner
Chipiwa Female Zimbabwe Nurse
Philip Male Nigeria Healthcare
assistant
Femi Male Nigeria Student
Nana Male Ghana Cleaner
Kamali Female Zimbabwe Midwife
Aba Female Ghana Cleaner
2.2.2. Inclusion Criteria
1. People born in Africa, but living in the UK.
2. People, themselves or members of their immediate family, 
not users of MHS’s.
3. People aged over 18 years.
2.3. ETHICAL CONSIDERATIONS
The University of Surrey School of Human Sciences Ethics 
Committee granted ethical approval to the study (see Appendix ii). 
The main ethical considerations of the study are included in 
Appendix iii and outline that there were no known potential risks to 
participants, particularly since participants were not assessed as 
being a vulnerable group and were not being asked to explore 
potentially painful and upsetting experiences.
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2.4. PROCEDURE
2.4.1. Design of Vignette
The intention of this research was to understand how members of the 
African community may interpret the symptoms of psychosis from a 
layperson’s perspective. Following a review of literature, several 
studies were found to have employed vignettes as a way of 
presenting symptoms without any psychiatric or psychological 
descriptions added (e.g., Barry, 1994; Stromberg, etal., 2005; Zissi, 
2006). Zissi’s (2006) Greek study included community residents who 
were shown a series of vignettes before using qualitative and 
quantitative methodologies to understand their interpretations and 
attributions of the symptoms described in the vignettes.
The vignette used in this study simply described some of the 
symptoms of psychosis as described in the DSM-IV-TR (APA, 2000) 
in layperson’s terms. It can be found in Appendix iv. The vignette 
took the form of a brief, hypothetical description of ‘Ade’ and some of 
the problems he had been having. Using a male in the vignette was 
probably influenced by my own experience working in inpatient 
settings, largely with men. ‘Ade’s’ gender may have inadvertently 
influenced participants responses, but was not explored in the 
interviews. As I did not want to influence their interpretations, I was 
cautious not to refer specifically to mental health problems in the 
information sheets or the vignette. The vignette was reviewed by 
peers and a member of the University academic staff who worked as 
a Clinical Psychologist in a specialist service for people with 
psychosis. The vignette was adjusted according to their 
recommendations.
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2.4.2. Recruitment
Initially, the research was going to focus on the Nigerian community, 
but lengthy difficulties with recruitment led to widening the participant 
group to include Black African-born people. Participants were 
recruited through links, i.e. researcher’s friends, with informal 
networks of members of the African community. Once a friend had 
identified somebody they knew who matched the inclusion criteria, 
they gave them an information sheet. The information sheet (see 
Appendix v) provided details on the purpose and procedure of the 
study as well as my contact details should they want to ask any 
questions about the research. They were told to either call me or to 
pass on their contact information if their preference was for me to call 
them. Once they had agreed to be contacted by offering me their 
telephone numbers, they were contacted via the telephone to 
arrange an interview at their convenience. The research and 
interview process was briefly described on the phone and they were 
again asked if they consented to be interviewed. Once an 
appointment was made to meet, they were given a consent form to 
sign (Appendix vi) and were reminded that they could cease the 
interview at any point. Participants were asked if they knew anybody 
that may also consent to an interview, and recruitment ‘snowballed’ 
from that point, using the same methods. None of the participants 
were known personally to the researcher prior to the interviews.
2.4.3. Design of Interview Schedule
Charmaz (2006) suggests that interviews are a particularly suitable 
method of collecting data for research using grounded theory 
methodology. Interviews offer the opportunity to ask open-ended 
questions and to follow-up spontaneously on information offered.
This flexibility is useful when one is undertaking exploratory research 
as the emergent material cannot be predicted. In line with grounded 
theory methods (Charmaz, 2006) discussion of certain topics, such
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as those that emerged in previous interviews, was encouraged 
through the use of more specific questions once it emerged in order 
to develop the emerging theory. Certain potential questions were 
added or removed from the interview schedule based on the 
information collected in previous interviews. As an example, the 
question “Do you think beliefs around witchcraft are still held within 
the African community living in the UK?” was added to subsequent 
interviews once participants mentioned witchcraft in the context of 
the vignette. The initial interview schedule was broad, and the 
questions were open in order to facilitate deeper exploration and 
discussion of the vignette shown to participants. The interview 
schedule can be found in Appendix vii.
2.4.4. Interviews
Interviews were conducted at the participants’ convenience, either at 
their homes or place of work. The interviews lasted between thirty 
minutes and an hour. The vignette was shown to the participants at 
the start of the interview. I offered to read it to them and some 
participants consented to this possibly due to literacy difficulties. 
They were offered the opportunity to ask any clarifying questions 
about the vignette. The interview schedule was followed as closely 
as possible, with prompts and questions added to invite further 
exploration of topics and possible themes that emerged. Each 
interview was audio-taped and then transcribed verbatim as soon as 
possible following the interview. Ideally, according to grounded 
theory methodology, interviews should have been transcribed and 
analysed prior to conducting the next interview. When this was not 
possible due to time constraints between interviews, the tapes were 
listened to and summarised, with memo’s written to highlight 
emerging codes and emerging themes noted to inform the next 
interview.
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2.5. ANALYTICAL PROCEDURE
2.5.1 ■ Theoretical Sampling
Charmaz (2006) says that theoretical sampling is different to 
traditional quantitative sampling in that it is used to help the 
researcher obtain data that will develop and refine ideas and not to 
represent a population in order to generalise ones results. Whilst 
data collection in grounded theory should be conducted in batches, 
the scope of the current study was limited making this difficult to 
achieve. In addition, choosing participants according to specific 
defining characteristics was not possible due to the difficulties with 
recruitment and the need therefore to interview those available and 
not just those that contributed in some specific way to the 
development of the theories. In addition, due to the failure to gather 
adequate demographics, theoretical sampling would have been 
difficult. What the research did achieve however, was a varied age 
group. Early interviews indicated that age may influence the 
interpretation of the vignette so I was able to source and interview a 
young man aged 21 years following this indication earlier in the 
research. Methodological limitations acknowledged, I felt that the 
data that could potentially emerge was worth discovering especially 
as it is such an under-researched area. None of the original 
interview schedule questions were found to be irrelevant.
2.5.2. Constant Comparison
Constant comparison is a method central to grounded theory that 
uses inductive processes to compare data with data, and then when 
theory has started to emerge, to compare the data to the emerging 
theory (Charmaz, 2006). It involves constant comparison between 
data and then the categories that emerge, resulting in rigorous 
scrutiny of the theory that is constructed to ensure that it is grounded 
in the data (Charmaz, 2006). This was done primarily by a constant 
review of the data, going back to it repeatedly at each step of the
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coding and again during the development of the theory around 
acculturation.
2.5.3. Coding
There are a number of approaches that can be used to code 
qualitative data which allow some flexibility in how one approaches 
the analysis of data (Charmaz, 2006). In this study, line-by-line 
coding was used as it works well for detailed data about fundamental 
empirical problems (Charmaz, 2006). Charmaz (2006) says that this 
technique encourages the researcher to remain open to the data. 
This approach to coding seemed most appropriate for this study as it 
allowed me to detect more of the subtleties in the data than if the 
data had been coded in larger chunks.
Line-by-line coding was done on all the transcripts before focused 
coding of larger sections of the data began. Focused coding was 
more conceptual than the initial line-by-line code and helped move 
the analysis towards the final stage of identifying conceptual 
categories (Charmaz, 2006). The category, as described by Glaser 
and Strauss (1967), is the conceptual element within a theory. 
Categories were decided upon based on the memo's written and 
constant comparison of and between transcripts (Charmaz, 2006). 
Appendix viii contains an example of a transcript with the coding. 
Coding developed into broad thematic categories, which because of 
the nature of the research, i.e. participants opinions based on the 
vignette, mirrored the broad research questions on explanatory 
models, help-seeking behaviour and then with acculturation as an 
additional broad theme based on the theoretical construct that 
emerged in the course of analysis.
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2.5.4. Memo Writing
Memos are the notes written describing ideas and theories that 
emerge throughout the research process in relation to the codes in 
the data and their relationships to each other (Charmaz, 2006. 
Memos, an example of which can be viewed in Appendix ix, were 
written throughout this project and allowed the researcher to make 
conceptual links between data and theory as it emerged. Memo’s 
took numerous forms, including tables of emerging focused codes as 
well as cultural and contextual issues that emerged, for example, the 
use of traditional healers. These memos were instrumental in 
guiding the literature search that followed based on the data.
2.5.5. Saturation
Glaser and Strauss (1967) say that grounded theory has the potential 
to continue indefinitely as new perspectives can continue to emerge 
in the data. This was found in the current study as new ideas 
continued to emerge in later interviews. Saturation was not possible 
in this project because of the work restrictions of the project although 
the analysis does represent the participants interpretation of the 
vignette and offers an insight into how psychosis is conceptualised, 
and looks at the help-seeking behaviours of a specific minority group.
2.6. REFLEXIVITY
This section has been included due to the choice of grounded theory 
methodology. As a social constructionist perspective, the researcher 
is viewed as an integrative part of the research process, who 
interprets the description of the participants’ context (Charmaz,
2006). Reflection, therefore, on my own experiences and the 
acknowledgement that I am not completely objective is important.
I identify myself as a White South African woman in my mid-thirties, 
in training to be a Clinical Psychologist. I undertook my
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undergraduate studies in South Africa where we were exposed to 
Western and African philosophical ideas and health models. This 
meant that as psychology undergraduates, we were trained to be 
prepared to accommodate multiple explanatory models for mental 
illness. This experience has been fundamental to my interest in 
cross-cultural psychiatry and psychology and has significantly 
informed this research project. Although I attempted to approach the 
research interviews in a neutral way, I have a knowledge and 
experience base which means that I had pre-existing ideas about 
some of the information that may emerge from the participants.
During my work in an inpatient unit serving an ethnically diverse 
population in London, and later in the course of my training, I noticed 
the predominance of the Western medical model which tended to 
exclude other explanatory models which may have been held by 
service users. This seems irrespective of the recommendations 
made by the DSM-IV-TR (APA, 2000) to consider cultural context in 
conceptualising mental distress. Whilst I acknowledge the utility of 
having a shared model of language by which to communicate in 
MHS’s, the lack of understanding of the culturally-informed models 
used by minority groups could potentially undermine our 
understanding of service users’ explanation of their mental health 
problems. My belief is that this has potential implications for help- 
seeking and engagement with services.
A dilemma I faced throughout this project has been my status as a 
White South African. Although I identify myself as African I cannot 
escape my European roots, not least because of my white skin and 
the role that White South African’s played in Apartheid in South 
Africa. Would I be seen as the White professional studying the 
experience of the ‘other’? My race and nationality must have 
influenced the responses given by participants. None of them 
explicitly commented on this and therefore any speculation on their 
thoughts about me does not feel comfortable as it would require me
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to make assumptions about any potential prejudices or stereotypes 
others may hold in relation to my race and nationality. Participants 
were, however, sufficiently comfortable during the interviews to 
describe traditional beliefs and practices which I am not sure they 
would have done if they felt that I would not treat these with respect 
and due consideration. I debated whether this project would be 
better undertaken by a Black person and feel that it probably would 
be. Unfortunately, there are currently relatively few Black African 
psychologists and therefore, on balance, the information that may 
emerge from this project may add sufficiently to the knowledge base 
to justify undertaking this research despite my misgivings.
2.7. CRITERIA FOR EVALUATION
Elliott etal. (1999) have developed a set of guidelines which they 
recommend for assessing qualitative research. Their guidelines 
encourage the use of improved quality control and to contribute 
towards further developments in qualitative methods. Elliot e ta l/s  
guidelines were chosen as they provide a set of criteria appropriate 
to the assessment of grounded theory research. Summarised below 
are their recommendations which I will use to assess this study.
2.7.1 ■ Owning Mv Own Perspective
Researchers are open in identifying their values, theoretical 
orientations and any personal anticipations of what will emerge in the 
course of the study. In addition, they should identify their 
assumptions and interests so that people reading their research 
reports can use that knowledge to interpret the data. An example of 
good practice would be to describe any personal experiences 
relevant to the research. (Elliott etal., 1999)
In the reflexivity section of this report I have identified my own 
experiences and how they may influence how I have approached this 
study and the analysis I make of the data. In addition, I kept a
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reflective journal throughout the research process which reflect my 
thoughts and decision making process in terms of the emergent 
categories and tentative theory.
2.7.2. Situating the Sample
Research participants’ and their life circumstances should be 
described so that the reader can assess to whom the research 
findings may be relevant (Elliott etal., 1999). Demographic 
information, such as nationality were identified in relation to the 
research participants. Unfortunately, more detailed demographic 
information was not gathered due to an error in planning the research 
and therefore, the sample has not been sufficiently situated.
2.7.3. Grounding in Examples
Elliott etal. (1999) recommend providing quotes from the interviews 
which act as examples of specific concepts. This is done in the 
analysis section as well as in the appendices so that readers are able 
to assess how well the analysis matches the data.
2.7.4. Providing Credibility Checks
Credibility checks allow the researcher to check the credibility of the 
categories and themes (Elliott et al., 1999). This was done by 
discussing the findings with one of the participants, supervisors and 
colleagues to gain feedback on the categories developed through the 
analysis of the data and on the resulting theory. I was able to contact 
three participants to obtain feedback but only one provided feedback 
in which she endorsed the findings and resulting theory.
2.7.5 Coherence
Any categories and understanding developed in the research are 
coherent in that they integrate the narratives of the participants and
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the themes developed (Elliott et al., 1999). Methods used in 
grounded theory such as the use of memos aid this process.
2.7.6 Achieving General versus Specific Research Tasks
Whilst specific instances are described in the report, they should also 
offer an account that is systematic and comprehensive enough to 
allow the reader to gain an understanding of the themes being 
explored (Elliott et al., 1999). This does not mean that the study 
should be viewed as generalisable to the group being studied. The 
aim of the current study is not to provide a generalisable theory but to 
offer some insight into some of the processes that may inform a 
group's opinions around a topic. This in turn may inform how that 
group’s world-view is understood in relation to psychosis and help- 
seeking.
2.7.7 Resonating with the Reader
The participants were always in mind when this report was written 
up. I hope that this means that their opinions and experiences will 
resonate with the reader, even if they do not directly identify with the 
group being studied. In particular, I hope that professionals working 
with this group will be able to hold the outcomes of this study in mind 
when working with members of minority ethnic groups.
Please see Appendix x for an audit trail of the analysis.
3. FINDINGS
3.1. INTRODUCTION TO FINDINGS
The findings section is structured according to the categories 
developed, thus allowing for a detailed description of the central 
concepts that have emerged through analysis. Whilst the findings 
section may appear orderly and sequential, the categories and
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concepts emerged in a more interactive way. Each high-level 
category contains low-level categories which emerged from the 
focused codes and will be illustrated using statements drawn from 
the transcripts. There are a number of ways that the rich data could 
have been structured as multiple perspectives exist within the data 
as a whole. As the focus of this project, however, is the participants’ 
opinions of the vignette presented with regards to the causes of 
‘Ade’s’ difficulties and how they recommend he seek help within the 
context of their cultural perspective, the discussion will focus on 
these areas in order to address the research question but also 
because it maps onto the data that emerged. In addition, the high- 
level category of ‘acculturation’ has been included in response to the 
data as it provides a theoretical construct which can be used to 
understand some of the mechanisms at play in participants 
responses to the vignette.
3.2. CATEGORIES
The analysis generated three high-level categories and 11 low-level 
categories, which are presented below in Table 2.
Table 2: High and Low-level Categories
HIGH-LEVEL
CATEGORIES
LOW-LEVEL CATEGORIES
Explanatory Model 
(problem and causes)
Identification of problem 
Causes 
Cultural Model 
UK Context
Help-seeking Religious Sources 
Cultural Sources 
Help in Africa 
UK Sources 
Stigma
Acculturation Personal Beliefs 
Views on Acculturation
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3.2.1 ■ Explanatory Model (problem and causes)
Each participant was encouraged to hypothesise on what they 
thought was happening to ‘Ade’ and to identify what they thought 
may have caused his difficulties (as described in the vignette).
Identification of Problem
Participants identified a number of possible explanations for Ade’s 
problem. Five of the participants identified ‘Ade’s’ symptoms as 
being those of mental illness.
I think he's, he’s having like a mental episode. It’s a sign of 
mental illness. (Alice)
I think he Is mad. (Aba)
Participants used both general terms such as “mental illness,” 
“mental problem,” “mental disorder” and something “going on in his 
head” to describe ‘Ade’s’ problem. In addition, some participants 
used more specific terms to identify the problem, such as “anxiety,” 
“depression” or “personality disorder”. Two of the participants used 
the term psychosis, one in the context of drug abuse. None of the 
participants used the term schizophrenia to identify the symptoms 
described in the vignette.
The problem was not necessarily identified as being a mental illness 
but when it was some of the participants mentioned the specific 
symptoms that led them to believe that it was a mental illness. Poor 
personal hygiene was identified as being a sign of mental illness.
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... there are signs there once people start with poor hygiene; 
they start talking to themselves; they start accusing people of 
things that are not true. That is a sign of mental illness. (Alice)
The problem was also identified in ways not associated with mental 
illness. One participant identified it as a “spiritual” problem and 
another as a problem related to ‘Ade’s’ context.
... they would relate it to spiritualism, they will link it with 
spiritualism (Philip)
I don’t think he is ill, what I think is wrong with Ade is I think 
with this country. Yeah, maybe boredness (boredom) or 
maybe he doesn’t feel like relating with people (John)
Causes
The possible causes of ‘Ade’s’ problem were identified as multiple 
and complex. Drug abuse was identified as a possible cause, as 
was genetics however, more frequently, participants mentioned 
family, social and contextual factors (and spiritual causes discussed 
in the ‘cultural model’ section below).
...maybe he is not having enough attention from people.
Maybe he comes from poverty. And so many other things. 
(Femi)
I think maybe when he was young his parents used to leave 
him at home ail day and they worked too much, you know. 
When you work too much and you get not to interact with 
people so when you grow older you feel the same way. (John)
Maybe just because he came to the UK, because sometimes 
there is a culture shock.... You know coming from a different
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background, coming in here and seeing a totaiiy different view. 
(Phiiip)
Participants mentioned stress as being a possible cause, which they 
partly attributed to the difficulties faced in living in the UK and being 
away from the cultural context which ‘Ade’ grew up in. Specifically, 
some participants mentioned the pressures faced by young African 
people living in the UK which will be explored in the ‘UK context’ 
below.
Cuiturai Modei
All of the participants described how ‘Ade’s’ problems would be 
explained from an African cultural perspective both in Africa and also 
within the African community living in the UK. Primarily, they 
described how members of their community may ascribe ‘Ade’s’ 
problem to a spiritual cause, specifically as the result of a curse that 
had been cast upon him, or the presence of bad spirits. There were 
many terms used for this, such as “diabolical happenings”, “black 
magic”, “witchcraft”, “curse” and “voodoo”.
Sometimes in Africa they say it’s not a hospital sickness.
(Aba)
Sometimes, someone can be instrumental to that. Someone 
can...can...you know, like say magical things. Someone 
like...you know...someone like...can invoke magic things on 
you. (Femi)
And sometimes people just purely think ‘somebody’s doing 
bad things to them and let’s get rid of this bad spirit’ (Kamaii)
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If it’s not that (medical problem) and the doctor say (he’s) 
okay, there’s nothing wrong with his brain which means it is 
the curse. (Aba)
Participants reported that a curse could be as a result of envy, 
revenge or retribution from somebody else.
...if you steal somebodies money or something, he can curse 
you. (Aba)
You know some people they, when they envy, they just put a 
something (curse) on you... (John)
A person may inadvertently open themselves up to being cursed, 
through some proscribed action on their part, such as theft; or they 
may be cursed because somebody else is envious of them.
...some people believe that you get certain iiiness(es) because 
you have done something bad. (Alice)
UK Context
Most of the participants spoke about how aspects of the UK context 
may have contributed towards ‘Ade’s’ problem but also how the lack 
of supervision and support they would have been accustomed to in 
Africa may be difficult for young African people living in the UK. The 
use of drugs, a possible cause of mental illness, was viewed as a 
problem in the UK context but which was not seen as a problem in 
Africa.
And hearing voices may be the effect of the drugs (Kamaii)
...as far as the environment influences it, doesn’t it...I would 
instantly think he is taking drugs. (Kamaii)
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Especially here they think that it’s because of drugs, it’s 
because of drugs. (Alice)
Participants suggested some wider contextual issues that impact 
negatively on young African men living in the UK. They spoke about 
the access to material goods, television (TV) and pornography and 
the effect this could have on young people.
Urn...it could be because of a change in his environment. 
Because of...um... what he did that had an adverse affect on 
him. (Femi)
Like I said....images...he wants to be gleaming like (it is) 
served on TV. Sometimes they don’t sleep until 12am,
1am...ask them what they are doing, they are watching teiiie 
(TV). Else they are on the internet...they are on the internet. 
What are they watching on the internet? Going to 
pornography? i am sorry to say. (Fhiiip)
...there are so many luxuries compared to Africa. Um, you 
know the access to television, the access to going out, the 
access even to have money to buy drugs. (Kamaii)
Participants noted the bad influence of peers.
But here, there is no control. And his friends, maybe the 
group of people he moves in with, they can just say ‘why you 
bettering yourself, too much concentrate on your studies, blah 
blah...let’s enjoy ourselves, let’s have fun’. (Fhiiip)
This is in contrast to how they describe the African context in terms 
of restrictions imposed on young people by their parents and wider 
community as well as the responsibilities they carry for their families.
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In Africa, there is a restriction or boundary to which somebody 
of Ade’s age, 21... there is a restriction that he cannot cross. 
There is a lot of restriction back at home....But coming to the 
Western culture, you know there is a lot of freedom, not 
restricted. (Phiiip)
You see, at his age in Africa, if you are at about 21 years 
maybe there is somebody depending on you or something. 
(Nana)
Participants also spoke about how, as immigrants, they lacked the 
support of the extended family and families in the UK are under 
pressure to work long hours to support the family.
Just me and my sister in this country, so that’s reaiiy difficult. 
(Chipiwa)
So you kind of have to do it ail...but you have never known to 
do it ail yourself because when you were growing up there 
were other people taking different roles in ensuring that your 
child get the right development and the right advice. Now we 
have to do it ourselves. (Kamaii)
And then i think people do not have as much time with their 
children as they would like to because a lot of people are 
working. (Kamaii)
All these contextual factors were viewed as contributing towards 
young African people having trouble adjusting to life in the UK; 
having increased pressures from peers; high levels of stress and 
reduced support from the extended family in Africa who would have 
been instrumental in their upbringing. Almost all of the participants 
described these issues in one form or another. It seemed that some
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participants didn’t view ‘Ade’ as having a mental illness but rather 
difficulty in adjusting to and managing life in the UK.
3.2.2. Help-seeking
Participants were asked what sort of help they would recommend for 
‘Ade’ and who they would approach for help. They were also asked 
what they thought members of their cultural community would do to 
access help in the UK. Numerous sources of help were identified, 
such as church leaders/community, community elders, traditional 
healers and health services.
Religious Sources
All of the participants spoke about church as being a source of help 
and support that they thought African people would access if 
somebody in their family was exhibiting the symptoms described in 
the vignette.
We believe in God, as Africans...most Africans believe in God. 
You know, believing that God has the power...the ultimate 
power to decide what happens. So, if these kind of things 
affect you, what he needs to do is like, embrace 
God.. .yeah.. .pray to God for intervention. (Femi)
So personally the only thing for Ade now is maybe his parents 
just get him to church or something and they pray for him and 
everything is going to be alright. (John)
If they are going to church, they know their church community. 
They know... and they pray for him. (Aba)
Yeah, most peopie...most people who are African will start 
going to church every Sunday. (Alice)
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The church was seen as providing help in a number of ways. The 
church community, and pastor, was viewed as being a good source 
of advice and support as well as providing a social community that 
could lead by example to improve ‘Ade’s’ behaviour.
So with that, you get to relate with people and with that it could 
help. They tell you “do this, don’t do, don’t do that’...advice 
and stuff. Not only prayer, everything. (John)
If he goes to church Ade will switch onto the peer groups in 
church and he’s going to be alright. (John)
In addition, in the case of a person being cursed, prayer was viewed 
as a means of overcoming the curse, through “deliverance” from 
God. Some participants spoke about spiritual churches, which seem 
to offer help in treating supernatural causes of illness, although more 
traditional Christian churches were also described as being able to 
do the same. There does not seem to be a clear difference between 
the two. The impression was that the participants were referring to 
Christian churches serving African communities and able to 
acknowledge and work within the traditional African world-view on 
the spiritual world but with a Christian God as the highest power to 
which they could appeal for help and protection.
They are a church going family, so I would assume they would 
go to church and pray, to remove the spirit. Because really 
this is seen as a bad spirit. (Kamaii)
There in Nigeria they call it deliverance, yeah. They will 
deliver his spirit for him, they pray for him. With that it could 
help. (John)
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Some people really believe in their churches, especially with 
these spiritual churches. (Alice)
Cultural Sources
As well as the religious community providing a perceived source of 
help, participants spoke about sources of help within their cultural 
community. This help centered around speaking to members of their 
community to access advice and support, with family being central to 
help-seeking.
Yeah, when my feet broken all the Ghanaians they working 
here they come in and they give me money. They have a day 
off, they coming in to clean my house, they cook. Yeah. They 
make shopping and cook and give me money if anybody come 
and I need anything. Every time anybody off they come in my 
house and they come in my house to cook. (Aba)
Even...so the outside; the community wili even tell the parents 
that there is something wrong with this guy so we have to 
seek help for him. (Nana)
Well, as Africans we do communicate with ourselves all the 
time. So we are too close to each other. (Nana)
In addition to the general support of the community, participants 
spoke about accessing traditional healers in the UK. This was 
initially spoken about in the African context but some participants 
believed that traditional healers operate in the UK and are used by 
the African community.
But I am sure that they have...I do see them advertising it on 
the newspaper (traditional healing), the metro. (Alice)
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Uh... in a way, like....If I was still deep Into the culture, I would 
definitely look into it. Now, do we still go to these African 
witchdoctors, or do we go to the prophets, them apostolic 
churches, the pastors? They do. (Chipiwa).
Help in Africa
Participants described some of the culturally-informed sources of 
help they would access in the UK. They contextualised these by 
describing the sources of help available in Africa. Participants spoke 
about how African families living in the UK may send mentally ill 
family members’ home to access help there, even though health 
resources are limited.
But I think very often people are taken home. (Kamaii)
We don’t take any chances to find doctor in this country. We 
hear it I think the same day even. The foliowing one week he 
is in Ghana. (Aba)
Who going to stay home (in the UK)...nobody. That’s why 
they send him to Ghana. His mother is there, his sisters, 
brothers there... they don’t do nothing (work). (Aba)
Participants said that there were limited health and MHS’s in Africa 
generally and that care tended to take place at home.
Mentally ill people are being taken care of at home. Most 
family they do take care of their mentally ill son or daughter or 
husband at home. (Alice)
Whilst there is some provision of care according to the Western 
medical model, this was expensive and not within the reach of many 
people.
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Well...(laughs)...medical care is not stable there sometimes. If 
you don’t have the money, you are left In the street. (Alice)
In the African context, the use of traditional medicine was reported to 
be more widely accessible and more readily accessed.
If it is back home, people know native doctors with traditional 
medicine. They have people who say they can cure mental 
illness. Because you believe in it...and they do it, they have 
different kinds...they have leaves and roots and different kind 
of things. (Alice)
UK Sources
Participants identified a number of sources of help in the UK for a 
person experiencing symptoms of mental illness. Even when they 
thought that the symptoms described in the vignette were not 
necessarily related to mental illness, they reported that they may take 
the person to a doctor to check his physical health.
I would to take him to the doctors just to check him, is there 
anything in the body happening. (Chipiwa)
You could go to the counselors for the counselling. They 
could help him. (John)
He needs to go to their GP, to explain, and then they might be 
transferred to the necessary people for the necessary care. 
(Alice)
Medical. Yeah. Or counselling. (Nana)
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If they thought that they would not find a satisfactory explanation 
from a doctor, they would then approach either religious or traditional 
African sources of support.
But then if it is not helping (medical intervention), then... I 
don’t know, maybe they should go again and try the African 
side. (Chipiwa)
Some participants did not believe that ‘Ade’s’ problems were related 
to a medical problem and therefore did not believe it necessary to 
approach health services for help.
And I think no rhedical something can bring that back unless 
you seek the hands of God. (John)
The priest wili come in first before they go to that medical side. 
(Nana)
It seemed from participants that people who had been living in the 
UK for longer were more likely to approach their GP or other health 
services for help. In addition, participants with some experience 
working within the health service (one midwife; one nurse and one 
woman who had worked as a cleaner in psychiatric hospitals) were 
more aware of the resources available to people with mental illness.
G P’s can... (help) NHS trust... they’ve got MIND (mental health 
charity)... (Alice)
Participants also expressed some misgivings about seeking help 
from health services, either because they did not trust the intentions 
of professionals in the health service, or because they were worried 
about a family member being institutionalised in a psychiatric unit.
If I actually asked him to go to the counsellors, counsellors 
sometimes they are too busy with all this political something.
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They may want to use Ade for another thing. You know 
maybe financially or just to gain something. (John)
They (the Ghanaian community) said they going to help us 
because if you live in this country they going to put him 
somewhere (in an institution). (Aba)
Stigma
Stigma emerged as a complex issue. Participants did not hold the 
same views about the degree of stigma experienced by people with 
mental illness or in the case of somebody exhibiting the behaviours 
described in the vignette.
Of course, they would be worried, because in a situation like 
this, normally brings shame to the family. (Philip)
They going to talk about. They going to talk about and 
people...involve. (Aba)
Participants reported how gossip spread quickly and any problems in 
a family quickly lead to scrutiny of the family by the community.
And looking back, they (the community) will start to scrutinise 
every little thing about your family -  how did you manage to 
get where you are... uh, maybe your relatives passed evil 
doings. (Chipiwa)
There did seem to be a relationship between the perceived causes of 
‘Ade’s’ problems and the degree of stigma experienced by him and 
his family. When the cause was known, for example drug abuse or a 
known history of similar problems in the family, participants reported 
lower degrees of stigma. If it is known in a community that there is a 
history of mental illness in a family it could have implications for 
young people as other members of the community may not want to 
marry into the family for fear of having children with mental illness.
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Because like where I come from, when it’s in a family, other 
people don’t want to get married to those family because they 
think the kids will suffer the same fate. (Alice)
The greatest stigma seemed to be when the cause was not known. 
Participants reported that the community may assume that the 
problem was as a result of a curse or other supernatural causes, 
which carried a higher level of stigma. One participant had heard 
rumours of people tying their children up to keep their illness secret, 
a worrying child protection issue if it does happen, which was not 
clear from the interview as this participant was not referring to 
something she had direct experience of.
But then for people who doesn’t know (the cause) then the 
stigma will be like ‘oh my God, people shouldn’t know’ (about 
the problems). That’s why I have heard of people keeping their 
. kids indoors, tie them (up) and all that. (Chipiwa)
Something bad about the family, sometimes, even some 
people say that, you know, all the sins that they have 
committed have come back this way. It could be perceived 
that way. (Kamaii)
Sometimes they going to cover up. The only thing they going 
to say it’s sickness for hospital. They don’t going to say it’s 
curse. (Aba)
3.2.3. Acculturation
Acculturation is a complex process. How people adapt and change 
in the context of a different cultural environment from that which they 
grew up is not predictable and seems to differ depending on the 
domain being considered; how close individuals are to their cultural 
community; how entrenched they are in their root culture; and also 
their length of time in a new culture, and level of exposure to that 
culture. Some participants volunteered information on their own
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experiences and used those to illustrate how they positioned 
themselves with reference to their culturally-informed beliefs.
Personal Beliefs
A number of participants gave examples of their experiences and 
how those experiences confirmed, for them, their religious or 
traditional African beliefs. Many of these narratives were too long to 
include in their entirety, but sections of transcripts containing some of 
these narratives can be found in Appendix i.
I am not superstitious, although I know, I have experienced 
these things can happen, people can just go crazy, for no 
reason, they can go to the doctor, they go this, but some 
people believe in prayers, I have actually physically seen 
somebody be taken for prayers, people fast, and... they 
become better. (Chipiwa)
Some participants explicitly distanced themselves from some of the 
beliefs that they reported members of their community would hold.
But again coming from African background... this might be 
sort of superstitious because everyday I had that belief before, 
until 1990, when I came here, I tried to disabuse my mind 
about that. (Philip)
Views on Acculturation
In the original interview schedule, direct questions regarding 
acculturation were not included, but emerged in the course of the 
interviews in response to the data collected and according to 
grounded theory methodology. Participants elaborated on the 
complexities of their own and their communities perceived belief
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systems and how these changed depending on how entrenched they 
were in their root culture or how, over time, they had adapted their 
beliefs to be more similar to the dominant Western European 
environment in which they lived.
...no matter how long an African person lives here, he will still 
hold on to...to...African values. (Femi)
...it becomes so westernised. And then you end up going 
deeper on one way, and then the other way (traditional 
healers) you might seek it now and again, depending if they 
have got support of other people who believe in that. But 
otherwise if you don Y have it -  like me now, I don’t have, 
surely if something just start happening, I would just go to the 
medical side. (Chipiwa)
Acculturation seemed the best model to apply to this aspect of the 
data, as the data described how people hold onto, or ignore cultural 
beliefs or practices. It seemed that even for people who no longer 
followed, or even believed in traditional African health or religious 
practices, they believed other people in their community may do so. 
There was some iindication from participants that the longer people 
were exposed to the dominant culture in the UK, the less likely they 
were to adhere to traditional African beliefs, and some participants 
suggested that the adoption of the dominant Western medical model 
was related to level of education.
Now it depends with the level of education with people. 
(Chipiwa)
In this country, generally, because of the trend to educate 
people you try and after a while they turn to medical because 
they know that’s the best. (Alice)
195
In addition, age and length of time in Africa may play a role.
All those people in their 70’s 80’s. ..and they have just come 
over here maybe 5 or 6 years ago. But if they have been 
here 20 years, they now know there are kind of other causes 
besides family issues. (Chipiwa)
In a time of crisis, or when other avenues of help had been 
exhausted, some participants said that people would go back to their 
traditional beliefs in order to solve a specific problem. Some 
participants reported that the use of traditional healers depended on 
how accessible they were, and most reported that if they were in 
Africa, where there is easy accessibility to traditional healers, they 
would almost certainly be used.
(In reference to the use of traditional healers in the UK) If I 
was still deep into the culture, I would definitely look into it. 
(Chipiwa)
3.3. RELATIONSHIPS BETWEEN THE CATEGORIES
After identifying three high-level categories, the 11 low-level 
categories relationships were considered. Figure 1 represents the 
emergent theory and demonstrates the relationships between 
categories.
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Figure 1. The Relationship between Categories
The above diagram represents the relationships between categories. 
In the centre of the diagram is the category ‘acculturation’ which has 
developed, through the course of the analysis, into the central 
theoretical construct of this study. Contextual factors (UK context 
and African context/model) have a direct inter-relationship with 
acculturation. The two high-level categories of explanatory models 
and help-seeking behaviours are represented in relation to 
acculturation and context, with stigma influencing help-seeking 
behaviour. In the model proposed in these findings, they are not 
static in placement but are movable in their proximity to context. In 
addition, explanatory models and help-seeking behaviours are 
directly influenced by acculturation.
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3.3.1 ■ Explanatory Model Category
The explanatory models proposed by participants were not found to 
be absolute and through the course of the analysis, emerged as 
flexible depending on context, i.e., the degree to which people have 
accuiturated to the UK and how closely they retained an African 
model of health and mental illness. The analysis showed that 
people’s explanatory model for psychosis was driven by their 
assessment of the circumstances of the person presenting with 
symptoms. There were context or circumstance specific factors, 
such as drug use and the stress of immigration that would lead to 
one explanatory model being adopted. In different circumstances or 
another context, such as somebody having difficulties with a member 
of their cultural community, another explanatory model may be 
adopted. The idea that people’s explanatory models were flexible 
led, in part, to the development of this model of acculturation as 
being a fluid, domain (health), context and circumstance dependent 
process with no fixed, static position.
3.3.2. Help-seeking Category
The findings on help-seeking mirror those on explanatory models 
held by participants. Help-seeking behaviours are significantly 
determined by the explanatory model employed, which in turn has an 
inter-relationship with context and acculturation as summarised 
above. Help-seeking behaviour was directly influenced by how 
participants conceptualised the problem. If the problem was viewed 
as being related to mental health, then a range of sources of help 
were suggested. If it was viewed as a mental illness without spiritual 
causes, then MHS’s or primary care services were recommended as 
sources of help. If it was viewed as a mental illness with spiritual 
causes, as the result of a curse or the presence of evil spirits, then 
religious sources or traditional healers were recommended as the 
source of help. If the cause of the problem was viewed as being due
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to difficulties adjusting to the UK environment or other social causes, 
such as relationship problems, then the recommended source of help 
was the family, wider community and religious sources, such as a 
pastor. Analysis of the data suggests that people may use multiple 
sources of help and most participants said that they would consult 
both practitioners using the Western medical model as well as 
practitioners of traditional African medicine. Once source may be 
approached initially, but other sources consulted if the needs of the ill 
person were not viewed as being adequately met by the initial source 
of help. The use of these different sources of help was dependent on 
acculturation which will be discussed further below.
3.3.3. Acculturation Category
Acculturation emerged as being an important determinant for how 
people conceptualised psychosis and how they then sought help. In 
addition, it emerged that the participants were not in one static 
position in terms of acculturation, but rather moved between cultural 
models depending on the circumstances and context. They were 
able to access differing sources of help depending on their 
assessment of the problem. The data suggests that people’s degree 
of involvement in their root culture and in the dominant UK culture 
contributed towards their assessment of the vignette. These factors 
will be explored further in the discussion section below.
3.3.4. Summary
The data showed that participants’ assessment of symptoms of 
psychosis was led by a complex interaction between their root culture 
and their experience of the UK culture in which they currently live. 
This interaction was led to some extent by the degree to which they 
had adopted the Western medical model and/or retained the 
traditional beliefs of their root culture. This interplay between cultural 
factors, acculturation, influenced how they perceived the behaviours 
presented in the vignette and their subsequent recommendations for
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seeking help. Analysis of the data uncovered a flexible and multi­
faceted understanding of the symptorris of psychosis which was 
grounded in how participants related to the cultural contexts to which 
they had been exposed.
200
4. DISCUSSION
In the discussion section I will elaborate on the findings of the data 
analysis and provide a discussion of the broad findings with regard to 
existing research and theory. The implications of the findings in 
relation to future research and clinical implications, as well as the 
limitations of the study will be discussed.
4.1. ACCULTURATION IN BLACK AFRICAN PEOPLE LIVING IN 
THE UK
4.1.1. Explanatory Models
It emerged from the data that the participants held multiple 
explanatory models for the symptoms of psychosis. The two 
explanatory models that emerged are the Western medical model, 
the predominant model in the UK; and traditional African beliefs that 
participants were exposed to when they lived in Africa. In a study 
undertaken in Ireland, vignettes were more likely to be interpreted as 
mental illness if more disturbed, psychotic symptoms, such as 
paranoia and positive symptoms of schizophrenia were described 
(Barry, 1994). There was overlap with this study to some degree as 
some of the participants described how specific psychotic symptoms 
such as paranoia led to them to believe that ‘Ade’ had a mental 
illness. This, however, was not consistent with all participants as 
some of them offered explanations regarding adjustment difficulties 
and difficulties in childhood but also explanations grounded in 
traditional African beliefs, such as the behaviours or illness being 
cause by a curse. Although there was not much research in the UK 
to consult with regards to explanatory models of psychosis held by 
African-born people, research in Holland reinforced the finding that 
African people hold multiple explanatory models (Knipscheer & 
Kleber, 2008).
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It was interesting to note that even if symptoms were identified as a 
mental illness, the causality was described by some of the 
participants as being the result of spiritual causes, such as a curse or 
the presence of evil spirits. Studies in Africa found that psychological 
distress and psychosis were explained in terms of social causes, 
sorcery, or displeasure from the ancestral spirits (Crawford & 
Lipsedge, 2004; Mzimkulu & Simbayi, 2006).
Whilst these studies took place in Africa, participants in this study 
demonstrated that these explanatory models are also in use by 
African people living in the UK. Not only did some participants 
maintain these culturally-informed beliefs, but all of them speculated 
that other members of their cultural community would maintain 
traditional African beliefs, even if they themselves did not. Whilst this 
information is difficult to interpret as it is based on the assumptions 
participants held about others, it does reinforce the notion that 
African people may not all subscribe to the Western medical model. 
This will be discussed in more detail in the ‘further research’ section 
below.
Participants grounded their opinions in the African context and 
described the traditional African belief system and how it is applied to 
health. They reported that traditional African explanatory models 
were likely to be employed in Africa but that formal health service 
would also be consulted if accessible. This reinforces some of the 
research in Africa which indicated help-seeking from multiple sources 
(Crawford & Lipsedge, 2004; Mzimkulu & Simbayi, 2006). One can 
hypothesise that this implies that members of immigrant groups are 
able to use multiple explanatory models to understand the symptoms 
of psychosis. In addition, one can also hypothesise that explanatory 
models around the symptoms of psychosis and its causality are 
grounded in culture and the models of health and wellbeing which 
that culture holds. This perspective is acknowledged by formal
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Western diagnostic models as demonstrated by the inclusion in the 
DSM-IV of culture-bound syndromes (APA, 2000; Helman, 2007).
The data uncovered about the use of explanatory models led to the 
use of acculturation theory to understand some of these processes 
as models people use were found to be flexible and directly related to 
the cultural contexts people have been exposed to. Cultural context 
and acculturation informed the explanatory models used which in 
turn influenced their help-seeking behaviour.
4.1.2. Help-seeking
There appeared to be a direct relationship between the explanatory 
models people employed, and the recommendations they made 
regarding help-seeking in response to the symptoms of psychosis 
described in the vignette. Ethnic and cultural factors have been 
found to influence peoples’ health-seeking behaviours, particularly 
with regard to psychosis, although this research did not focus on 
African-born people in the UK (Merritt-Davis & Keshavan, 2006). 
While cultural and social factors have been found to impact on the 
range of professionals consulted by people with mental illness, this 
was not found to delay presentation to MHS’s in a study by Steel, et 
al/s  (2006), although this study was undertaken with different 
minority groups (Asian and Arabic speaking people living in 
Australia).
In terms of findings on help-seeking, not specific to the African 
community, there are a number of findings that may be relevant. In a 
study undertaken in the USA (Judge, etal, 2005) the most common 
barrier to treatment they described was a lack of recognition about 
the seriousness of the symptoms and behavioural changes related to 
the mental illness, which was shown in this research. Age and 
gender also seemed to have a role in help-seeking behaviours.
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In line with the findings on multiple explanatory models being used, 
multiple sources of help were identified by participants. These were 
directly related to causality. When participants identified a spiritual 
cause, such as a curse, they recommended that religious and 
traditional healers be approached. Some explicitly said that the 
Western medical model was of no help. This said, the findings 
showed that multiple sources of help would be accessed, sometimes 
in a trial-and-error manner. This was echoed in some of the research 
done in Africa where people reported taking a similar approach to 
help-seeking (Crawford & Lipsedge, 2004; Mzimkulu & Simbayi, 
2006); and in research done with the Ghanaian community in Holland 
(Knipscheer & Kleber, 2008).
An important finding of this study, particularly because of the role it 
can play in informing public information campaigns, is the role of 
religion. Most participants viewed the church as an important source 
of help and this was offered by a number of participants as the 
primary source of support and help for a family who might be 
concerned about a child's behaviour/symptoms. There is no known 
research with African communities in the UK around help-seeking 
and religious sources. In a study in the USA (Pickard & Guo, 2008), 
older adults were found to seek help from clergy at greater rates than 
for other sources, although this research was not undertaken with the 
African community. It seems clear that the church community, as 
part of the wider African community, provides an important source of 
help generally for this population. Therefore, in the case of a young 
person exhibiting behaviour that is concerning to his family which is 
not necessarily identified as an illness, it is an understandable 
primary source if help.
In Goldberg and Huxley’s 1992 book. Common Mental Disorders: A 
bio-social model, they describe some of the mechanisms related to 
help-seeking. They describe four filters to seeking help. The first 
filter is called illness behaviour. Illness behaviour refers to the
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behaviour associated with a condition that causes enough concern 
for individuals to seek help. An individual may only seek help once 
they have received advice or information from others regarding the 
symptoms, that provides provisional validation of the sick role. 
Goldberg and Huxley (1992) suggest that cultural factors have a 
decisive effect at this stage as a lack of acknowledgement of the sick 
role may discourage people from seeking help. Judge et a l’s (2005) 
research undertaken in the USA, showed that most of their 
participants’ help-seeking was facilitated by their caregivers, with a 
minority facilitated by emergency services, such as the police. This 
is possibly the filter most applicable to this research. It seems from 
the data that the the assessment family and community members 
make of ‘Ade’s’ symptoms have a direct influence on help-seeking 
from health services. It was clear from some participants that if the 
sick role is not endorsed and the behaviour/symptoms are seen 
rather as due to spiritual or social causes, help seeking takes place 
through informal community sources and not necessarily through 
health services.
The second filter Goldberg and Huxley (1993) describes how reliably 
primary care health professionals (primarily G P’s) detect 
psychological disorders. They describe how considerable variation 
exists between doctors in their identification of cases. A number of 
factors influence the accuracy of detection of psychological distress 
or mental illness, including demographic factors such as gender of 
patients and the sensitivity of doctors towards verbal cues. The third 
filter is regarding individuals’ referral to mental health services, which 
can be thought of as the movement from primary to secondary care 
with the fourth filter describing referral to hospital beds (tertiary care).
Statistics regarding help seeking quoted in Goldberg and Huxley 
(1993) are now out of date and current research tends to report data 
in relation to demographic factors, such as gender and age (Jagdeo 
etal., 2009; Mackenzie etal., 2006) and was not undertaken in the
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UK. However, a study in Ireland (O’Callaghan etal., 2010) found 
that less that half of their participants sought help themselves but 
rather relied on family to access services and that there were delays 
in seeking treatment, particularly if there was a family history of 
mental illness. In research done elsewhere, factors such as the 
influence of social network and living in a rural area are quoted 
(Komiti etal., 2006; Svensson etal., 2009; Vogel etal., 2007). It is 
difficult to make direct comparisons with much of this research as the 
factors investigated are different. As this is an exploratory study with 
little previous research to compare to and the lack of demographic 
information on participants, make it difficult to compare the findings 
with this sample to the general UK population. Some of the research 
quoted in the literature review (Black et al., 2001 ; Landrine & Klonoff, 
1994; Merritt-Davis & Keshavan, 2006) provides some comparable 
information regarding delays in treatment, such as knowledge of 
services and social perceptions and attitudes, but it is difficult to 
make direct comparisons as the focus of the research is so different 
to this study. Hopefully, further research will make this comparison 
more easy.
4.1.3. Flexibility of acculturation
What has emerged from this study is the complex multiplicity of 
people's belief systems which seem influenced by the cultural 
contexts to which they have been exposed. Rather than holding a 
static position in relation to how they have accuitu rated as a minority 
group in a dominant culture, people have a flexible approach to 
culturally-informed explanatory models of mental illness and help- 
seeking.
Certain factors, such as language, socioeconomic status and being a 
first generation immigrant may influence acculturation as has been 
found in other studies. Chen, etal. (2008) found that in managing a 
number of cultural environments, language abilities and perceiving
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both cultural identities as integrated had a beneficial effect on 
psychological outcomes. It was also found that acculturation differs 
between first and second generation immigrants (Duarte, etal., 
2008). Variables that influence acculturation strategies and their 
interplay with mental illness point to the complexity of acculturation 
as indicated by the findings of this study.
One could argue that the acculturation strategy adopted by the 
participants in this study is ‘integration’ - when both cultures wish to 
maintain their own culture but also to engage frequently with the 
other cultural group, leading to the maintenance of some degree of 
cultural identity (Berry, 2001). All of the participants were working 
and contributing actively to the UK economy, spoke English and 
demonstrated some degree of knowledge about state institutions, 
such as the NHS. They also all reported contact with other members 
of their cultural group and many reported close contact with their 
cultural community. Within the strategy of integration, people may 
move between cultural contexts depending on circumstances and 
domain, i.e., health. Sometimes they may be closer to the beliefs of 
one group and at other times following the beliefs of another group. 
As outlined above in the critique of Berry’s (2001) model, it does not 
offer a means of predicting which strategy people will adopt. There 
may be additional factors that influence how people relate to different 
cultural models. Some of the factors that may influence the positions 
people adopt within the broad strategy of integration are listed below:
1. Integration takes place to differing degrees, with people 
sometimes positioning themselves closer to the beliefs/practices of 
their root culture and in other circumstances positioning 
themselves closer to the dominant culture as demonstrated by 
participants’ use of multiple explanatory models and sources of 
help.
2. The domain of world-view and cultural philosophy, including 
religious belief, may be more entrenched as it represents a
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fundamental belief system that is pervasive within the root culture. 
This was demonstrated by participants feedback that traditional 
African beliefs are maintained even in the UK context as discussed 
in the ‘findings’ section and also by findings of research 
undertaken in Africa (e.g., Crawford & Lipsedge, 2004; Mzimkulu & 
Simbayi, 2006).
3. Integration may increase with time. Acculturation has been found 
to differ between first and second generation immigrants (Duarte, 
etal., 2008).
4. Integration may increase with education, as suggested by some 
participants. In the African context this may increase the use of 
multiple explanatory models (Dugbertey, 2001 ; Opolot, 1981).
5. Integration may increase if there is little opportunity to interact with 
member of the root culture, as suggested by participants.
6. Integration may decrease at times of stress/crisis when intense 
support is more likely to come from the root cultural community, as 
suggested by participants.
7. Integration may decrease when the dominant culture and its 
institutions aren’t perceived to be meeting individual’s needs, as 
suggested by participants. The implications of this will be explored 
in the ‘implications for clinical practice’ section below.
One could argue, therefore, that in certain circumstances, people will 
adopt the strategy of separation and avoid accessing the institutions 
of the dominant culture in favour of the sources of help available 
within their own cultural group. Other people may take a more 
integrated approach and use both. Others may adopt a strategy of 
assimilation, choosing to ignore cultural sources of help in favour of 
the institutions available in the dominant culture. In addition to this, 
the choice of adopting a strategy of separation may be more likely if 
the institutions in the dominant culture marginalise the minority 
group, who may feel that their needs are not adequately met by an 
institution unable to accommodate their culturally informed world­
view.
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Reinforcing this notion of flexibility is the research done on frame- 
switching (Hong etal, 2000; LaFromboise, Coleman, & Gerton,
1993). In frame-switching, bicultural individuals respond to cues in 
their social environment by switching interpretive frames derived from 
different cultures which they have internalized. In LaFromboise et 
al’s (1993) paper, they describe the ‘alternation’ model in which 
bicultural people are able to develop and maintain competence in 
both cultures, which are not necessarily mutually exclusive. With this 
in mind, Hong e ta l(2000) propose that people switch frames that are 
psychologically associated with one culture or another in response to 
cues, such as symbols (language), or contexts. They propose that 
culture is not internalized in an integrated and general structure. In 
their research using priming experiments, they found that there is a 
dynamic process of frame-switching triggered by culture-laden icons. 
According to Hong et a l’s (2000) dynamic constructivist approach, 
acculturation is described as an active process in which responses to 
the host culture are viewed as a state and not a trait in the bicultural 
individual and that people are able to switch interpretative frames 
because of the cognitive processes they have used to internalise 
more than one culture.
4.2. IMPLICATIONS FOR CLINICAL PRACTICE
Research has shown that longer periods of untreated psychosis have 
been found to lead to à poorer clinical outcome (Black, etal., 2001). 
Participants did not all demonstrate knowledge about the symptoms 
of psychosis, which demonstrates the usefulness of interviewing 
people without direct experience of mental health services. One can 
therefore argue that there needs to be an increased emphasis on 
public education campaigns focused on mental health issues. In 
particular, these campaigns would benefit from being targeted at 
specific ethnic/cultural groups as recommended by Knipscheer and
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Kleber (2008). For example by implementing public information 
campaigns targeted at specific religious and cultural groups and 
providing information on mental illness and sources of help that can 
be accessed. In a study in the USA (Pickard & Guo, 2008), the 
authors suggested that in mental health workers need good 
awareness of the role the clergy play in service provision, as the 
clergy are an important source of help. Therefore, using the clergy or 
religious organisations as a means of providing information about 
mental illness and provision of services may be important. Some 
mental health teams serving a community with a high population of a 
specific ethnic group employ workers from that group to work with 
those clients. Workers such as these may be well placed to make 
contact with cultural and religious groups to aid a public information 
campaign. The same recommendations can be applied to workers in 
other public sectors, such as the police or social services, as they 
may be a point of contact when an individual become ill (Judge etal.,
2005). One can therefore summarise that at every level, including 
primary care providers such as GP's, statutory and voluntary or 
community organisations can contribute towards facilitating help- 
seeking if they were provided with basic mental health information 
and knew how best to recommend the accessing of services.
Berry (2001) has spoken about how acculturation is a two-way 
process between the dominant and minority groups. This means that 
institutions have to work towards better inclusion of minority groups. 
One study with nursing participants found that they experienced the 
healthcare culture to be ‘whitecentric’ and exclusionary, leaving 
people with a non-English speaking background invisible in health 
services (Blackford, 2003). This study was not undertaken in the UK 
and is not suggested as reflecting the healthcare culture here, but it 
highlights the need of healthcare professionals to initiate changes at 
the points of intervention but also in the wider institutional and 
political structures.
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Whilst other culturally-informed explanatory models of mental illness 
may not sit comfortably with the Western medical model that is 
predominantly used in the UK, there is evidence from other contexts 
that there are benefits to engaging people by accommodating their 
cultural beliefs (Crawford & Lipsedge, 2004; Mzimkulu & Simbayi, 
2006). The findings of this study suggest that the two models are not 
necessarily mutually exclusive and are used concurrently in other 
countries (Crawford & Lipsedge, 2004; Mzimkulu & Simbayi, 2006). 
One could argue that even if the wider NHS does not formalise the 
use of two models, education campaigns focused on the groups 
within minority communities, such as African churches, may increase 
public awareness of mental illness and engagement with MHS’s. A 
step further would be for clinicians in MHS’s to be able to respect a 
client’s choice to seek concurrent help from a traditional or spiritual 
healer as well as MHS’s. This may be viewed as not very different 
from respecting and accommodating a client’s belief in the 
importance of their religious beliefs in coping with their mental illness.
This research also has implications for how an individual service user 
is engaged within the therapeutic relationship. Adopting a position of 
curiosity and openness towards clients’ explanations for their distress 
and the sources of support that they believe helps with their coping 
may be beneficial. In a study with African American adolescents, 
who reported a higher baseline of religious activity and belief than 
their peers, an increased awareness of personal religious and 
spiritual development amongst school counsellors was 
recommended through engaging in conversations that facilitate 
reflection and increased understanding (Mpore-Thomas & Day- 
Vines, 2008).
4.3. FURTHER RESEARCH
As an exploratory study undertaken in a little researched area, one of 
the fundamental reasons for undertaking this study was to inform and
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hopefully inspire further research with the African community in the 
UK. As the study took a broad approach to the data, there were a 
number of directions that the analysis and findings could have taken 
which may warrant further investigation. In addition, there are other 
methodological approaches that could be used to expand on this 
research, such as larger quantitative studies.
The role of religion emerged as an important factor. It seemed to 
influence explanatory models in this group of participants. Religion 
seemed to be a protective factor that may offer support. It could also 
offer a route into MHS’s if the recommendations in the ‘implications 
for clinical practice’ section were considered by the NHS. There is 
research generally on how religion can serve as a protective factor 
and aid coping when people have mental illness, but there is little 
research with the African community, particularly research which 
factors in the role that traditional African beliefs play in religious belief 
in the African community.
Acculturation also emerged as an important theoretical concept when 
considering immigrant communities. Again, other models such as 
the operant model of acculturation, as described by Landrine and 
Klonoff (2004) may be usefully applied to further research in this area 
if a more descriptive theory, such as Berry’s (2001) is not suitable. 
Further research around the strategies, such as ‘integration’, 
described by Berry (2001) may be useful in shedding further light on 
how these strategies are adopted and to gain further insight into the 
flexibility of acculturation and how this changes across domains or in 
different circumstances.
This study was initially going to be undertaken with the Nigerian 
community and was then expanded due to recruitment difficulties. It 
was not ideal to treat African-born people as a homogenous group 
and further research with specific African groups, such as that 
undertaken in Holland with the Ghanaian community (Knipscheer &
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Kleber, 2008) is recommended so that specific beliefs and practices 
can be uncovered.
The difficulties with the generalisability of this may be overcome in 
future larger-scale studies if they adopt a both a qualitative and 
quantitative approach, which has been done previously with the 
African community (Knipscheer & Kleber, 2008) and also in other 
studies using vignettes (Barry, 1994; Stromberg, etal., 2005; Zissi,
2006). More accurate information could be obtained about the 
number of people who might approach traditional healers versus 
Western medical doctors. It may also provide more accurate 
information on the use of explanatory models of psychosis. 
Furthermore, it may be possible to better understand the role of 
religious beliefs in explanatory models of psychosis and help- 
seeking. The use of both methodologies in a larger study would 
allow the data to provide inside knowledge of cultural factors and 
which could be generalised to the wider community.
As was done in Knipscheer and Kleber’s (2008) study, the use of 
members of the community being studied as researchers would 
probably aid recruitment and engagement in the research as well as 
contributing towards a deeper understanding of the data. This could 
increase the size of the study, further increase the generalisability of 
the study and therefore provide a better evidence base to inform the 
development of services to cater more appropriately for minority 
groups. This would ideally have been a good approach to use in this 
study too.
4.4. CRITIQUE
4.4.1 ■ Generalisability
The current findings are restricted to the participants of this study and 
are not intended to be generalised or extended to other people or
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contexts (Elliot, etal., 1999). As previously stated, the aim of the 
current study was not to develop an over-arching theory about how 
acculturation affects Black African-born peoples’ explanatory models 
of psychosis or help-seeking behaviour, but rather to develop a 
tentative theory that can contribute towards future research and 
inform clinicians about the existence of different explanatory models 
of psychosis and how this may impact on help-seeking behaviour. 
The gender and age of ‘Ade’ in the vignette may have influenced the 
data in that it is possible that his behaviour could be interpreted as 
part of the expected vagaries of young men, although one could 
argue that this may be true of any cultural group. It would enhance 
the generalisability of the study had a number of vignettes, describing 
cases of different ages and genders, been presented to participants. 
From a social constructionist perspective using grounded theory 
(Charmaz, 2006) it is acknowledged that the theory that emerges is 
is only one of many possible theories. The current theory is tentative 
and in need of further research and should therefore be applied with 
caution. This is particularly so because participants were asked to 
speculate about what they thought other people in their community 
may do, thereby asking them to speak for others.
4.4.2. Methodological Limitations
In the current study, some of the literature review was done prior to 
the data collection, although a lot if this was confined to an 
exploration of the presence of Black people in the context of health 
services and pathways to care. Although Glaser and Strauss (1967) 
recommend that this be done after data collection, for the purposes 
of the research proposal it had to be done prior to ethical approval. A 
lot of the literature review was done after themes started to emerge 
in the data, but some existing theory encountered previously may 
have inadvertently been imposed on the data.
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In choosing line-by-line coding, as opposed to higher analytical levels 
of abstraction, the findings may have run the risk of being more 
descriptive than theoretical (Charmaz, 2006). The use of memo- 
writing and constant comparison meant that relationships between 
the codes were considered and repeatedly revisited, allowing a more 
theoretical perspective to emerge.
Ultimately, grounded theory was considered to be the best approach 
to use with regards to an under-researched area with little direct 
literature available. This decision was taken even after reviewing 
some of the other methodologies encountered in the literature and 
described in qualitative texts (Coyle, 2007). There is an argument 
that methods which explore the lived experiences of participants, as 
opposed to their opinions on the vignette may have had some value 
in this area (Smith & Eatough, 2007).
One of the problematic shortcomings of the study was the failure to 
gather more demographic data on the participants, thereby 
undermining any potential for theoretical sampling as the sample was 
not adequately situated. Another shortcoming was not being able to 
contact all the participants for validation of the findings and emerging 
theory. The contact with one of the participants after the findings 
were initially described contributed towards validating the study 
findings. In addition, feedback from professional colleagues was 
useful as a credibility check of the findings and subsequent theory.
One potential shortcoming was the use of a young man in the 
vignette as participants may have assessed the behaviours 
described as due to his age and gender. Older participants with 
experiences of parenting may have perceived ‘Ade’ as presenting the 
normal behaviours of adolescence although one could argue that this 
may represent a common response to the symptoms of early 
psychosis in adolescents. This problem may have been ameliorated
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by presenting a number of vignettes describing hypothetical people 
of differing ages and genders.
4.4.3. Sample
As already stated, this project did not aim to produce generalisable 
theory but it is important to explore the benefits of having a larger 
sample size. Although there were themes that emerged across the 
data, the participants did not all offer the same perspective of the 
vignette. It is possible that saturation would have been more 
completely met and that the theory may have been more detailed 
had there been a greater sample size. As an initial exploratory study 
in a largely unexplored area, there were consistent themes that did 
emerge. To ignore these would diminish the expertise by experience 
of the participants who have all shared the experience of living in 
both African and the UK and their knowledge of their cultural 
environment and their community. Although focusing on one ethnic, 
national, or tribal group may have led to a greater shared 
perspective, one could argue that one would still have to control for 
other variables related to acculturation, such as length of time in the 
UK and degree of contact with their root culture. With a community 
that was difficult to recruit, this approach may have made the study 
impossible considering the scale of this project. On balance, the 
study was considered worthwhile thanks to the data that emerged, 
even with the methodological limitations, such as sample size.
4.5. REFLEXIVITY
I have been interested in this area of research since first starting my 
psychology undergraduate studies in South Africa, which for a time 
included the study of anthropology and sociology. My interest 
increased further when working in an inpatient unit in a multicultural 
borough of East London, where a majority of our service users were 
from ethnic minorities. I noticed while working there that culturally- 
informed narratives used by some of the service users were ascribed
216
to psychotic symptoms and not understood in the context of their 
cultural belief system. At the time, I did not view this necessarily as a 
disregard of service users’ perspective, but rather as a result of a 
lack of understanding of the role that culture plays in how people 
conceptualise their mental illness. I wondered whether, as 
professionals trained and working within the Western medical model, 
we can forget how central cultural experiences and models of health 
are to people and how their models of health may not map onto ours.
Bernal, et al. (1999) suggest that students from ethnic minority 
backgrounds are more likely to seek training in working with 
multicultural populations. I have to own, that as an immigrant, albeit 
one with strong familial ties to the UK, this may be true for me. 
Perhaps relating to the experience of being the ‘other’ has increased 
my interest in the perspectives of minority groups although as a 
White African, I do not believe that my experience necessarily mirrors 
the experiences of my participants.
Throughout this project I have maintained a keen interest in the 
participants and the data that emerged and this has not diminished at 
any point in the project. I have finished this research with more 
questions than answers, which was what I hoped when I started the 
project. This is because this area of research is so neglected, and I 
always viewed this project merely as a starting point and hope that 
further research takes place. Ultimately, I hope that services are 
able to better adapt to the needs of African people in the UK in the 
foreseeable future.
4.6. CONCLUSION
This study has explored the explanatory models of psychosis and 
help-seeking behaviour of Black African-born people living in the UK 
using a grounded theory qualitative methodology. In the course of 
data analysis, the theory of acculturation emerged as a useful
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construct. It has been adapted theoretically for the purposes of this 
study to a model of flexible acculturation according to domain, 
context and circumstance. This is a tentative theoretical approach in 
need of more investigation through research in the hope of ultimately 
developing a sound empirical base which can be used to inform 
services on how best they can engage minority groups in MHS’s.
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APPENDIX I: Examples of Personal Stories
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EXAMPLES OF PERSONAL STORIES
John
“You take the person to church and the prayers and all this that is 
going on is gonna be where...I could give myself as an example. 
When I was young I used to ..um...when I am with people something 
would just come to me, just struck me and I just get fainted. You 
know what I mean, when I just get faint, just faint...you know. And 
uh, my Mum and Dad they don’t have money to. take care of me, they 
got money to take care of me to go to health centre to be to many 
places, we been to many places. But this is something that continue 
happening. You know. There are people shouting, suddenly I just 
faint off, yeah. So they just, whatever. I’ve got marks all over here 
(shows his arm), they put my arm spoon or they just took me to get 
back to life. Yeah. So, my Mum used to, my Dad actually, my Dad is 
Muslim, my Mum is Christian. So later on my Mum started taking me 
to church which my Dad he doesn’t really like it because you know, 
but my Mum don’t like no option but to do it. I realise when I start 
going to church with she and meeting men of God I think everything 
is sorted because then I wasn’t having...this thing stopped when I 
was in uh...um when I uh. It still happened when I was in secondary 
school. But I think everything stopped after that. Everything stopped 
it’s how I think, it’s because I did pray hard with men of God.”
Chipiwa
“Personally from my own point, um, my family, my brother died when 
he had a car crash with his wife and kids, but there is one child 
outside marriage who survived, and then we had never heard about 
her. When the father died and we buried him, she (his daughter from 
a previous relationship) started behaving weirdly. (They were) taking 
(her) to the hospital, nothing happens, (taking her to) spiritual 
healers. And then they went to this women, she is not a healer but 
say she get premonitions. And then she say “Ah, you are keeping
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this child, why don’t you send this child to her family?” and they said 
“We don’t know her family, we have never seen them”, but the mom 
knew anyway, my brother. Because she (the child’s mother) was 
impregnated at, like age of 12, when they were both at boarding 
school, but very far (away). And my brother lied that, um, his parents 
are dead. So there are no ways this girl had trace (us) but she knew 
that this man comes from this town. So if someone tells her I come 
from London, where really do you start? It’s difficult. But then my 
bother died, but then, when this girl was born, this woman knew my 
brother always says he has got this sister -  that’s me. So when this 
child was born she was named after me. So, they had to travel to 
come to the capital city. And what they where told by this woman 
(who has premonitions), she said “If you take this girl to the capital 
city, she would take you to where her father lives” ... and that’s 
exactly what happened. We had just buried my brother I think, like a 
week, and she (brother’s daughter) behaved weirdly, and there 
where rumors that she once went into -  these are rumors because I 
wasn’t there - she went into this river which was really deep, and 
there are issues that people disappear... and she came out.”
Interviewer: How was that ail understood in the context, this ail 
happened in Zimbabwe, how did you understand it at the time?
“For me, because I have been to school and all this I was really kind 
of like ‘um, this is not true’ but because I was grieving, and this girl 
just turned up, and she was caught moving by. And I was thinking - 
she just came to our house, she lived there for ages, we never seen 
her (before that). But then lucky my other cousin was there who 
knew this girl. So exactly when this man come with the child, they 
knew each other. So there was no way we could have doubted that 
this child belonged to us, and we didn’t do any DNA or anything. And 
she just becomes normal. But then she stayed until she went to A- 
Level, and then she ran away because my mom beat her. Then she 
went to school... she couldn’t learn, she just fail, she was taken to 
hospital, she doesn’t wake up she doesn’t do anything. Until, they
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called us, you know sometimes the family they fight, they didn’t want 
us because when she went there, she lied and she said the mom 
doesn’t like me, she beat me. So they said “ok come back”. She 
was already at boarding school, we kept paying the school fees, and 
she never came to us, and she started having these problems, took 
her to hospital - the pulse it faint, she can’t wake up. The doctors 
can’t find out what is wrong with her. And my mom said to my 
brothers “I am not going there, but for the sake of your brother just go 
and see how she is”. Because they begged us to go, we didn’t want 
(to). Guess what... my brothers got there -  but I wasn’t there -  they 
said they just got here and she woke up! ... Nothing wrong with her. 
And what did the hospital say, “I think there are other issues beside 
what we are looking at”.
Interviewer: So what you are saying, is that there are other 
explanations besides medical explanations?
“Yah”
Philip
“From a Christian perspective, I counsel a lot of youths.”
interviewer: OK, so you are experienced with ail of this?
“Absolutely, every odd Sunday, I lead a youth group, the church in 
London, I lead a youth group every Sunday. A typical scenario like 
this again, the youth will come to me from time to time, take for 
example.... We are talking in terms of relationships, at this age we 
are told that the hormone -  I don’t know if that is true, I stand to be 
corrected -  but the hormone, they will say to me, ‘I want to have a 
girlfriend’ but then we tell them, ‘We are a Christian, we are not 
allowed to’. So... it normally has a psychological effect, that ‘my 
friends at school, my friends at Uni, they are free to do whatever they 
want, their relationship...’ and we are saying as Christians you can’t 
do it. So you can bring something like that. I encounter it almost
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every week. So it can result in something like this (‘Ade’s” behaviour 
in the vignette). They will feel depressed, rejected, that ‘I am going 
out with my friends, they are having fun... I can't have fun blah blah 
blah’. So it can result in a case like that.
Like I said, in 1990,1 have been here since 1990; I had a similar 
experience. All my life I been growing up in Nigeria with that 
restriction, and suddenly in 1990 I came here, a lady have to 
approach me, that she would like me to be her boyfriend, and I was 
shocked. I have to run to the church, to be honest with you. To tell 
the pastor this is what is happening; he said I must maintain my 
Christian conviction; that I mustn’t say yes because I have left 
Nigeria.”
Aba
“Sometimes in Africa they say it’s not a hospital sickness. And if its 
not, which means he’s done something to somebody and he (the 
other person) can do something for (to) you. Even when I am sick 
here, somebody take my £700 to do my work. He run away. I told 
his family I am going to curse you. And now they decided to pay. 
Because if you curse them, he’ll work. He’ll work. If he do it his work, 
if he don’t do it. No. I know I give him £700 and he confirm and say 
its true. And if he don’t pay I will spend the money I have to pay to 
curse the person.
My former husband, his younger brother, this one (mental illness) 
happen to him. Yeah. And the community they decided to help us 
and we take him home. They said they going to help us because if 
you live in this country they going to put him somewhere (an inpatient 
psychiatric unit). It’s better we take him home. Ghana. And it’s 
difficult, you going to take him in Ghana. How you going to tell him.
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say 1 take you to Ghana’ because he now complete(ly) mad. He do 
funny, funny things.”
“The community will gather and they say ‘okay, the only thing we 
have to do is involve the police’. If it’s not, nothing we can (do) to put 
this boy to going Ghana. The only thing we have to report (that) he 
don’t have papers.”
“As when we find out this boy (brother-in-law) is like this. We don’t 
take any chances to find doctor in this country. We hear it I think the 
same day even. The following one week he is in Ghana.”
“We worry maybe because of the behaviour. When we find out the 
strange things he do. He start a long time ago...we don’t know (that 
he was becoming unwell). And people they say...it’s hard they 
coming to say to you, ‘you are mad’. You can’t say that to anybody. 
And the beginning when it started, people (in the community) know 
and we don’t know. And they are talking about (gossip in the 
community)...and when they saw us they shut their mouth. Until one 
day somebody come in to do (to tell us)...and he’s so lucky. When 
he at British train, he do funny things and he stop that job. And he go 
in Sainsburies, he find a job and he get (the job). And through the 
fights and bad behaviour...he working at Croydon - at that time we  ^
live in Croydon. And they took him to Balham Sainsburies because 
always he argued there so they send him Balham. So when he 
arrive there he have to clock (in). He say ‘no he don’t want money’, 
he don’t clock (in)”’.
Interviewer: Oh, he doesn’t want to clock in.
“Yeah, yeah. He just go and do his job and come back. And so if he 
don’t clock (in) he don’t get paid. And that’s what he do.”
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Interviewer: So were you worried that if he stayed in the UK, you 
would have to try and look after him and sort all of this out?
“Yeah.”
Interviewer: Whereas in Ghana, is the family bigger?
“Yeah. Yes. Imagine, it is here. I going to work and my husband 
(working). Who going to stay home...nobody. That’s why they send 
him to Ghana. His mother is there, his sisters, brothers there...they 
don’t do nothing (work). Even we start support them and the money 
we send, he gets some.”
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held in a lodced cabinet in the researchers home. The tapes will be destroyed once the transcripts have been produced,
15. Has a Criminal Records Bureau (CRB] check been carried out in relation to  this research? (This will be required for research 
activity which will faring staff and /o r students into contact with children or vulnerable adults). If yes. please attach copies of 
the relevant documentation.
N/A
1B, For Drugs Trials
i. Please state Phase;
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if a new drug, does k  have a Clinical Trials Exemption Certificate or Product Licence Number ? 
if a new drug, give details of toxic/side effects so far reported;
In addition to the recorded tijx ic/sida effects, state any potential risks to the sui^'acts and the precautions taken 
to  deal with the situation;
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Vignette
Ade is 21 years old and lives at home with his parents and 
two younger sisters. For the last eight months his 
behaviour has gradually changed and his family and 
members of his community are starting to feel worried 
about him. He hardly goes to college now and does not 
seem interested in things he used to enjoy.
He has been sleeping at odd hours, staying awake late into 
the early hours of the morning and then sleeping until after 
lunch. He also hasn’t been taking care of himself as he 
used to. He hardly bathes and doesn’t change his clothes 
unless his mother tells him to.
He has become withdrawn and quiet and is avoiding other 
people and isolating himself in his bedroom. He hardly 
spends time chatting and watching TV with his family as he 
used to. When he does talk to them, he is very irritable 
and gets angry quickly over things that seem unimportant. 
They have noticed him showing odd responses to things, 
such as laughing at something that seems sad. He also 
sometimes says things that don’t make sense, seems 
confused and struggles to make even simple decisions.
He has said to his best friend that he thinks he is “different” 
from everybody else. He has trouble knowing what is real 
from what is not real. He has some odd and unusual 
beliefs like thinking that the people in the television are 
talking directly to him. He is very suspicious of other 
people and he has told his best friend that he believes he is 
being spied on and that other people are plotting against 
him. He is hearing voices of people that are not there and 
the voices are telling him that he is “bad”. Ade’s friend 
does not share the view that people are plotting against 
Ade and is not hearing the voices that Ade is hearing.
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UNIVERSITY OF
SURREY
Information Sheet
What is this study about and who are we?
Thank you for agreeing to participate in this study. This study is 
aimed at finding out your beliefs about what may be wrong with the 
person in the written description I show you. I will be showing you a 
written description of some behaviours and symptoms (case vignette) 
and asking you what you believe may be happening to the person 
described in the vignette. There are no right or wrong answers, I am 
just interested in what you think may be happening to the person. I 
will then be asking you some questions about your beliefs based on 
the vignette and also how you think the person in the vignette should 
go about seeking help.
This research is being undertaken as part of my Doctorate degree in 
Clinical Psychology with the University of Surrey, and is supervised 
by a member of staff from the university.
What will you be asked to do?
Our interview will probably take between 60 and 90 minutes. You 
can choose not to answer any questions that you would rather not. 
You will be asked to sign a consent form. The interview will be audio­
taped and transcribed so that we are able to analyse the results. The 
tape will then be destroyed. All data will be treated in accordance 
with the 1998 Data Protection Act.
All the information you provide will be completely anonymous 
and confidential. Nothing we report could be traced back to you. 
I will write the results of the study up in a research dissertation, 
and may at a later date submit the research for publication.
You do not have to take part in this interview, if you don’t wish 
to do so. If you decide to take part you are free to withdraw from 
the interview at any time and can refuse to answer any of the 
questions. You do not have to say why you are stopping the 
interview or not participating.
How to contact us
Please do not hesitate to ask me any questions regarding this 
research.
I can be reached by telephone on the number 07760 380561, or by 
email on s.kniaht@surrev.ac.uk.
Sarah-Jane Knight Dr Tushna Vandrevala
Trainee Clinical Psychologist 
University of Surrey
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UNIVERSITY OF
SURREY
Ethics Committee 
Consent Form
• I the undersigned voluntarily agree to take part in the study on beliefs around the symptoms 
presented in the vignette and on help-seeking behaviour in my community.
• I have read and understood the Information Sheet provided. I have been given a fuii 
explanation by the investigators of the nature, purpose, location and likely duration of the 
study, and of what I will be expected to do. I have been advised about any discomfort and 
possible iil-effects on my health and well-being which may result. I have been given the 
opportunity to ask questions on ail aspects of the study and have understood the advice 
and information given as a result.
• I agree to inform the investigator immediately if I suffer any deterioration of any kind in my 
health or well-being as a result of participating in this research.
• I understand that all personal data relating to volunteers is held and processed in the 
strictest confidence, and in accordance with the Data Protection Act (1998). I agree that I 
\Mll not seek to restrict the use of the results of the study on the understanding that my 
anonymity is preserved.
• I understand that 1 am free to vrithdraw from the study at any time without needing to justify 
my decision and Wthout prejudice.
• I confiim that i have read and understood the above and freely consent to participating in 
this study. I have been given adequate time to consider my participation and agree to 
comply with the instructions and restrictions of the study.
Name of volunteer (BLOCK CAPITALS)................... ............................................................
Signed ............................................................
Date ............... ........................
Name of researcher (BLOCK CAPITALS) 
Signed 
Date
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Interview Schedule
Perceptions of behaviours described in the vignette
I ) Do you think that Ade is ill?
2) If so, what do you think is wrong?
3) How much control does Ade have over his behaviour or problem?
Causal explanations for illness (using the participant’s term, 
which may not be ‘illness’)
4) What do you think may have caused the problem?
5) Are there any other explanations you can think of?
6) Are there other ways that members of your community might 
describe the problem?
7) What factors may be contributing to the problem?
Explanations of prognosis or Ade’s future
7) How long do you think the problem will last?
8) Do you think Ade can be helped?
9) (If the participant thinks it is an illness) Do you think Ade can be 
cured of the illness?
Help-seeking behaviour
10) What is the first thing Ade should do to get help?
I I  ) Who should he go to for help?
12)If this were somebody you know, who is the person within your 
own community that you would approach for help?
13) What things can Ade do to help himself?
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Transcript Line-by-line
coding
Focused
coding
Int: Do you think that Ade is ill and if 
so, what do you think is wrong with 
him?
P1 :1 don’t think he is ill, what 1 think 
is wrong with Ade is uh think with this 
country, yeah maybe boredeness or 
maybe he doesn’t feel like relating 
with people.
Not ill
Problem focussed on 
wider context (country) 
Lack of focus/activity 
Not wanting to relate
No illness
Role of 
relationships
Int: So he is bored and he doesn’t 
want to relate to other people.
P1 : Not that he is disabled but that 
he doesn’t...he sometimes he want 
to be alone. Yeah but he’s in his 
bedroom so much that’s what, that’s 
what’s reflecting in this...um...on his 
own. That’s why his parents are 
getting concerned about him 
because he is not behaving normal 
no more.
Not disabled 
Isolating himself
Family concern 
Abnormal behaviour
Social isolation
Int: So you think some of his 
behaviour is not so normal and that’s 
what his parents are worried about?
PI : Yeah, um yeah. It’s not normal, 
talking to peoples is not normal 
(responding to voices). When he 
can’t sleep at night at the normal 
time. He’s supposed to sleep...he 
not sleeping the right time. He not 
doing the right thing at the right 
times. Some people feels sort of 
concerned about him, you know. 
That’s what 1 think.
Abnormality of 
behaviour
Responding to voices 
Disturbed sleep pattern
Unusual routine 
Concern of other over 
his behaviour 
Asserts his ownership 
of the opinion
Specifics of 
behaviour
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Transcript Line-by-line
coding
Focused
coding
Int: So what do you think, if you said 
that he is not ill, what do you think 
might be going on with him? You 
said he is bored he doesn’t want to 
interact, is there any other stuff going 
on?
PI: I think ..um...maybe he just 
wants to feel alone. You know 
sometimes you just want to feel 
alone. Well, for
this...um...um...situation what people, 
his parents or even his colleagues 
need to do about it, is getting closer 
to him, you know, getting religion in 
to talk to him most time, you know by 
like doing such thing he couldn’t be 
weak again and start doing the 
normal thing.
Seeking isolation 
Generalises/normalise 
s seeking isolation 
Actions
parents/colleagues can 
take
Seek closer 
relationship with ‘Ade’ 
Seek support of 
religious leader 
Implication of 
weakness (‘Ade’) 
Specific actions can 
normalise ‘Ade’s’ 
behaviour
Social isolation
Actions of others
Role of religion as 
source of help
Int: So you think if people spent time 
with him and did things with him...
PI : Yeah, yeah. Oh I think yeah. 
Maybe the time he supposed to, the 
time he is supposed to be watching 
TV, they stay with him, watch TV with 
him. Make discussion on the 
programme on TV. Maybe after no 
time they going to see a start in 
the...um...dinner they have dinner at 
the same time so he won’t have time 
to do nothing. And he back on 
normal times (routine).
Confirms his opinion
Engage in activities 
with ‘Ade’
Talk to ‘Ade’
Introduce a routine (ie 
eating)
Fill ‘Ade’s’ time to 
reduce isolation and 
improve his daily 
routine
Actions others can 
take to increase 
interaction
Role of routine to 
improve behaviour
Int: So do you think people need to 
help him then to get back into a 
normal routine? Is that what you are 
saying?
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Transcript Line-by-line
coding
Focused
coding
PI : Yeah, yeah. That’s right, they 
really need to help him because that 
is the only thing they can do for him 
because I don’t think there is a drug 
or medicine you could give to him to 
heal that thing. It is just a normal 
thing when we feel bored. So when 
someone is bored you need to get to 
him, shout at him some time...so get 
help.
Needs
help/intervention from 
others
Practical help only 
option
Medication no help
Normalises behaviour - 
due to boredom
Use assertive methods 
to force help on ‘Ade’
Normalising to 
circumstances
Int: Hmm, ok. Do you think Ade has 
control over his behaviour?
PI : Yeah, I think he can control it. 
Because when I am seeing here that 
he laughed when, when, when this is 
something that is not funny he laughs 
at it. He can control it by, maybe, he 
will just keep himself calm. Yeah. 
Maybe, um, let me just 
say....um...just get himself 
together...you know.. .you...know. 
Um, maybe just don’t listen much to 
what people say. Yeah. Sometimes 
he could get himself involved in other 
things like reading novels or going 
around with all his friends but there is 
no question he is going to be fine.
Locus of control lies 
with ‘Ade’
Notes specific 
symptoms
Concious effort needed 
to stay ‘calm’
Concious effort to 
manage himself 
‘Ade’ choosing not to 
listen to others
‘Ade’ should distract 
himself with activities
Positive actions will 
bring positive change 
Certain in his 
prognosis
‘Ade’ able to control 
it
Role of
activities/engageme
nt
Int: Hmm..ok. So, what sorts of 
things may have caused the 
difficulties Ade is having now?
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Transcript Line-by-line
coding
Focused
coding
P1 : Hm, yeah 1 think maybe when he 
was young his parents used to leave 
him at home all day and they worked 
too much, you know. When you 
work too much and you get not to 
interact with people. So when you 
grow older so you feel the same way. 
You don’t want to get to people so 
you want to feel alone. 1 think.
Parental absence
Parent’s work/family 
balance
Lack of interaction 
impacted negatively on 
‘Ade’s’ social skills
Isolation persists into 
adulthood
Parental neglect 
Working parents
Poor social skills
Int: So he was left on his own too 
much?
P1 : On his own too much, yeah, 
that’s what 1 think. Um, the time it’s 
too late for them now to go back and 
to say now we have to do this. So the 
only thing they can do to him now is 
getting routine back. Watching 
things...films together, playing with 
him together so they can get along...
Ade’s’ lack of 
interaction in early life 
Lasting impact of early 
isolation
Primary task - get 
routine back
Activities together 
improve relationships
Isolation 
Role of routine
Int: and chat...
P1 : and chat and all that stuff. Yeah. Ade’ needs to interact 
with others
Role of interaction
Int: Are there any other ways that 
you could imagine people explaining 
what is wrong with Ade, other people 
in your community. Do you think 
people would have other ways of 
explaining it? You said you think he 
was bored and he has been left on 
his own and he is not wanting to 
interact with people what other things 
do you think, if you had to imagine...
P1 : What is wrong with him...
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Transcript Line-by-line
coding
Focused
coding
Int: It’s difficult to think of what other 
people would think but if you 
could...what other cause or 
explanations might people have?
PI: Um...l think...um. 1 can’t really 
say. No.
Doesn’t hypothesise 
about what others may 
make of ‘Ade’s’ 
problems
Int: Can you think of any other things 
that might be contributing to Ade’s 
problems?
P1: Um...yeah. Sometimes, um, 
maybe when he is going to say 
something when he was young or 
when he’s older maybe he doesn’t 
have too much good relationship with 
his parents. When he say 
something, they shout at him or they 
smack him a lot. When you do such 
thing to kids they become afraid, they 
don’t want to talk, they don’t want to 
say nothing. They want to keep 
silent because they never know 
maybe what is going to hurt you.
Others might suggest a 
poor relationship with 
his parents when Ade 
was younger
Ade’s parents may 
have responded 
aggressively hen he 
expressed himself
Aggression leads to 
fear and an 
unwillingness to 
communicate
Fear leads to silence
Poor family 
relationships
Parental
neglect/abuse
Fear leads to 
isolation
Int: Ok...
P1 : So they keep.. .they don’t want to 
say. So with that one when you grow 
older you don’t want to speak to no 
one too because you never know 
maybe when you say he’s going to 
hurt them. And it’s what you brought 
up with so that’s why 1 think Ade is to 
himself. He don’t want to relate, he 
thinks when he say something he 
going to hurt or...you know..
Early abuse leads to 
fear or weariness of 
others in adulthood.
Early fear remains with 
people and leads to 
isolation in later life
Isolation due to fear
Fear of other’s 
reactions
Unable to seek help 
Isolation
Int: Someone’s going to react 
badly...
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coding
Focused
coding
P1 : badly...yeah that’s what 1 mean. 
Yeah, you know.
Int: How long do you think this 
problem will last for Ade?
PI: Um...um, 1 think that age it is still 
okay for him he can get up to like uh 
twenty-three years or for two or three 
years he should be okay. Yeah.
Prognosis related to 
his age
He will mature within a 
few years and will be 
okay
Relevance of
age/developmental
stage
Int: So do you think it is something 
about his age as well maybe that he 
is twenty-one, that as he gets older 
he will get better? Or not, 1 don’t 
know.
P1 : Yeah, when he grows older it will 
get better for him. Yeah, it’s gonna 
get, yeah, yeah, its gonna get better. 
Um, when he grows older he is going 
to meet a lot of people and twenty- 
one years he is going to get into 
other situations.. .get more friends 
when they talk to him, and so, at that 
age, he is gonna learn he is gonna 
have be getting ready for having 
girlfriends and all that stuff. So 1 
think he should be alright.
Maturity will help ‘Ade’
Life experiences in 
adult life will help him
Increased contact with 
wider circle of peers
‘Ade’ will learn from his 
peers
‘Ade’ will be more 
focussed on adult roles 
(intimate relationships)
‘Ade’ will be okay with 
age
Maturity helps
Increased social 
contacts with 
maturity
Role of intimate 
relationships
Int: You have said that you think that 
if his family interact with him more 
and if his friends chat with him more 
that is the thing that is going to help 
him? Is there anything else that you 
think might help him?
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Focused
coding
PI: Ah...l think now, nowadays some 
people, people now believe in all this 
religion stuff and maybe they can 
take him to church. Yeah, they pray 
for him, you know. There, in Nigeria 
they call it deliverance, yeah. They 
will deliver his spirit for him, they pray 
for him with that it could help.
Religious people would 
take ‘Ade’ to church
Role of prayer
Nigeria - ‘deliverance’
Prayer leads to 
‘deliverance’
Role of religion
Role of prayer
‘Deliverance’ 
through prayer
Int: So can you explain that to me. 1 
don’t know if 1 completely understand 
it. So, if, in the Nigerian community, 
somebody is not doing very well and 
needs some help, you take the 
person to church and you pray for 
them.
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coding
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P1 : Yes, yeah. You take the person 
to church and the prayers and all this 
that is going on is gonna be where...I 
could give myself as an example. 
When I was young I used 
to...um...when I am with people 
something would just come to me, 
just struck me and I just get fainted. 
You know what I mean, when I just 
get faint, just faint.. .you know. And 
uh, my Mum and Dad they don’t 
have money to take care of me, they 
got money to take care of me to go to 
health centre to be to many places, 
we been to many places. But this is 
something that continue happening. 
You know. There are people 
shouting, suddenly I just faint off, 
yeah. So they just, whatever. I’ve 
got marks all over here (shows his 
arm), they put my arm spoon or they 
just took me to get back to life. Yeah. 
So, my Mum used to, my Dad 
actually, my Dad is Muslim, my Mum 
is Christian. So later on my Mum 
started taking me to church which my 
Dad he doesn’t really like it because 
you know, but my Mum don’t like no 
option but to do it. I realise when I 
start going to church with she and 
meeting men of God I think 
everything is sorted because then
Others can ‘take’ him 
to church
Role of prayer
Locates the positive 
role of religion in his 
own story
Unknown health 
problem led to John 
fainting
Random nature of 
fainting attacks 
His parents resources 
were limited 
But they still paid for 
western medical care 
to find source of 
problem
Many medical sources 
accessed
No cure occurred and 
fainting continued 
Stimulation/noise 
caused fainting 
Visible signs of 
interventions 
Possibly extreme 
measures used to 
rouse him
Identifies parents 
religious beliefs 
Father-Muslim; 
mother-Christian 
Mother intervened - 
took him to church 
Acted against father’s 
wishes
Mother felt it was the 
only option
His conversion - 
realising the role of 
religious leaders
Religious cure
Importance of 
church for help
Role of prayer
Tells his own story
Western medical 
care sought
Multiple source of 
help sought
Religious belief 
brought cure
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wasn’t having...this thing stopped 
when I was in uh...um when I uh. It 
still happened when I was in 
secondary school. But I think 
everything stopped after that. 
Everything stopped it’s how I think, 
it’s because I did pray hard with men 
of God.
Problem persisted for 
some time
Cure through religious 
belief
Prayer with religious 
leaders brought about 
cure
Role of religious 
leaders in cure
Int: So that delivered you from the 
difficulties you were having?
P1 : Yeah, yeah. So I think that too 
could help Ade cos I think it could 
happen too sometimes. Because 
most people now in Nigeria they 
believe in, when you are having a 
problem that is an option for you, 
yeah. Because some of the doctors 
too in Nigeria they will tell you this 
thing that is wrong with you, that is 
not medical something that you can 
just cure. You have to go and see 
your pastor or something.
Uses his experience to 
make
recommendations to 
‘Ade’
Locates belief in 
culture
Nigerians’ turn to 
religion
Nigerian doctors will 
point to non-medical 
cure
Nigerian doctors 
recommend help from 
pastors
Religion as source 
of help in Africa
Doctors in Nigeria 
may deny medical 
cause
Doctors endorse 
religious sources of 
help
Int: So this is why you said to me that 
Ade is not ill, it is not a medical thing, 
that...
PI : Yeah, yeah. Yeah, yeah. And 
sometimes it could be a curse. You 
know some people they, when they 
envy, they just put a something on 
you, that they want this troubled you 
and they start. And I think no 
medical something can bring that 
back unless you seek the hands of 
God. You seek God’s help. That is 
really something that can help.
Confirms my synopsis- 
it isn’t a medical 
problem 
Curse as cause 
Envy from others can 
lead to a curse 
Curse - something ‘put 
onto’ you
No medical cure for a 
curse
God can intervene if 
there has been a curse
God can help
Curse as cause
Envy results in 
curse
God solves curse
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Int: So sometimes people can be 
cursed through something like envy, 
if somebody envies you then...they 
can curse you...
PI : Yeah, yeah. Confirms his opinion
Int: ...but you can go to church and 
you can get deliverance...
P1 : Yeah, yeah. I mean, when they 
envy you like, let me use myself 
as...when I envy someone like Julius 
now. I don’t really like him, when he 
does something I don’t like. I can, I 
can, there is some, some people 
they call awales (unsure of word). 
They’ve got dirty spiritual thoughts, 
they seek this spiritual thought that 
will harm Julius and when he got 
harm they could put something on 
him, maybe, do bad thing to him, 
yeah. So when this something has 
been done to him, you can do, the 
only place you can get a solution is 
by going to church. There is no 
medical something that can do that.
Uses hypothetical 
example to illustrate 
curse as a result of 
envy or displeasure at 
another’s actions
Reference to 
practitioner of black 
magic
Dirty spiritual thoughts 
leads to harm
Something put onto 
‘Julius’ (curse)
Religion/church offers 
only solution
No medical cure for 
spiritual ailment
Envy results in 
curse
Black magic 
practitioners as 
cause of curse
Religion only 
solution to spiritual 
cause of problem 
No role for Western 
medical help
Int: So do you think that is something 
that could have been going on with 
Ade maybe?
P1 : Yeah, I think so, I think so yeah.
I think so. Cos I can see, you know, 
because this is not a medical 
something. No it’s not, so personally 
the only thing for Ade now is maybe 
his parents just get him to church or 
something and they pray for him and 
everything is going to be alright.
Denial of medical 
cause
Parental responsibility 
to facilitate care
Prayer offers solution 
Hope of resolution
No medical cause
Help through prayer
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Int: Okay. So do you think that that’s 
the sort of thing that could help him 
and cure him from how he is feeling 
now?
PI : Yeah, yeah. It could help it could 
really help. But you know in church 
apart from prayer all of the things 
they do, like getting involved in some 
organisation like when you finish 
church. Get to interact with people, 
do serving...
Confirms his opinion
Church offers broad 
support
Positive influence of 
church groups 
Interaction with others 
at church helps
Help of church 
community
Int: involved in the church 
community...
PI : Yeah, yeah. So with that, you 
get to relate with people and with that 
it could help. They tell you ‘do this, 
don’t do, don’t do that’...advice and 
stuff. Not only prayer, everything.
How you see people relating, you 
know. You might be doing 
something wrong before but when 
you see other people doing the same 
thing differently and them doing good 
with it you would like to join them.
So I think with that way, if he goes to 
church Ade will switch on to the peer 
groups in church and he’s going to 
be alright.
Relating/interacting 
with others helps
Specific advice on 
behaviour helps
Prayer is not the only 
aspect of cure 
Socialising at church 
improves ability to 
relate
Positive modelling of 
community 
Positive behaviours 
and outcomes 
encourages change in 
behaviour
Positive peer group 
brings change
Church for advice
Positive social 
influence of . 
religious community
Int: So he will learn positive things...
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coding
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PI : things, yeah yeah yeah.
Because there are a lot of 
organisations going on apart from 
praying. You’ve got social bodies, 
you know, so maybe you want to join 
one of them, they let him through, 
and ‘do this, don’t do that’, you know. 
With that he is going to be alright. 
He’s gonna be fine.
Multiple groups as 
sources of support 
through church
Specific advice on 
behaviour
Certainty that this will 
contribute towards 
solving problem
Help of church 
community
Advice
Int: So what is the first thing you think 
Ade should do then to get help?
PI: Um...l think the only thing is to 
open up for his parents. To really tell 
them when they ask him ‘what’s 
wrong with you’. He should tell them 
at least so they know how they could 
help him. Because if he can say 
nothing to them they don’t know how 
to help. So when they say 
something, when they voice ‘what is 
wrong with you?’ so they know where 
to start from.
Open up to his parents 
Be open
Disclosure informs 
specific support 
Non-disclosure hinders 
help
‘Ade’ needs to be open 
so that help can be 
appropriately sourced
Openness/disclosur 
e facilitates help 
seeking
Int: So he needs to explain to people 
what...
P1 : Yeah, yeah.
Int: So you said his parents, who else 
do you think he could go to?
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PI : I think, apart from his parents he 
could go to...if he is the kind of 
person that goes to church...his 
pastor. Yeah, you know. With 
pastor it is more confidential, yeah 
so, he can say anything to his pastor. 
You know that is why some people in 
the catholic (faith), when you commit 
sin, you go to the people and you just 
tell um, the reverend or the um...the 
pope or something. That is what he 
is for and the pope is going to pray 
for you and bless you. And that is 
why he is not gonna tell no-one else 
about.
Other than parents he 
can go to his pastor
Pastor bound to treat
information
confidentiality
Confidentiality aids 
disclosure
Reference to
denominations
practices
Confession brings help 
through prayer
Confidentiality
important
Role of pastor
Confidentiality
essential
Int: And that is important..
P1 : Yeah, because him not allowed 
to tell all the people that this is what's 
wrong with me. You must keep it 
confidential. So that’s why I think 
maybe when he goes to his pastor or 
more elderly people, you know they 
could fix him.
Confidentiality ensured 
by religious leaders
Confidentiality is a 
‘must’
The pastor or other 
elders can resolve 
problem
Notion of ‘fixing’ him
Confidentiality of 
pastor
Actions of others 
can ‘fix’ problem
Int: Did you say more elderly people?
P1 : Yeah, more elderly people, you 
know. Like more elderly people in 
the church, in the community, yeah 
yeah. Like kings and chiefs.
Role of elders in 
African community
Community sources 
of help
Int: And here is the UK, I mean I 
know of course you would have 
pastors and things, would there be 
community elders here as well that 
you think you could turn to? I know 
there’s pastors, what other sort of 
elders do you think people would 
have to help them?
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Transcript Llne-by-line
coding
Focused
coding
PI : They used to have counsellors, 
yeah yeah, 1 think. You could go to 
the counsellors for the counselling. 
They could help him.
Counsellors available
Counselling as a 
source of help
Counsellors as 
source of help
Int: And would those be counsellors 
within the Nigerian community?
PI : No, it could be anybody. It could 
be anybody. Whatever he says to 
them is confidential. Yeah.
Counsellors not viewed 
as culture-group 
specific
Source of help UK 
context
Int: If this was somebody, if Ade was 
somebody you know, one of your 
friends, who would you go to for help 
for him?
PI: 1,1 would go to pastors. 1 would 
go to pastors, yeah. Because with 
the pastors you could get more help. 
If 1 actually asked him to go to the 
counsellors, counsellors sometimes 
they are too busy with all this political 
something. They may want to use 
Ade for another thing. You know 
maybe financially or just to gain 
something. So the best possible 
advice for him is to go to, well ask 
him to go to pastors.
His preference is to 
approach a pastor 
Pastor offers more 
help than other 
sources
Counsellors may have 
their own agenda
Counsellors may want 
to ‘use’ ‘Ade’
Counsellors may be 
seeking financial gain
Pastors are therefore 
preferable
Pastor first source 
of help
Motives of 
counsellors
Pastors preferable
Int: Okay. And what do you think he 
can do to help himself. Is there 
anything he can do?
PI : Well, well just, just try to relate 
with people...um...you know. Um, 
just be around with people, get 
involved, do things. You know. With 
that, he’s gonna be fine. Yeah.
Ade’ can help himself 
by engaging more 
Interact more 
Greater
interaction/engagemen 
t will resolve problem
Role of interaction
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Transcript Llne-by-line
coding
Focused
coding
Int: Is there anything else that you 
think is important about this and what 
we’ve been talking about and 1 
haven’t asked you about? Anything 
else you have thought of?
P1: Hmmm...yeah. What are the 
things he enjoys before? Yeah, he 
goes to college, now he does not. If 
you can tell me what are the things 
he enjoyed before?
Asks clarifying 
questions
Int: Well 1 suppose anything a young 
man you could think of would enjoy 1 
guess. Maybe being with friends, 
you know, seeing people at college, 
watching TV...that sort of thing. That 
he doesn’t now enjoy even though he 
used to.
P1 : Okay. That’s all.
Int: So there’s nothing else you want 
to know or say.
PI : That’s alright, its fine.
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Participant
John
Quotes
What I think is wrong with ‘Ade’ is uh think with this country
Alice In this country, generally, because of the trend to educate 
people you try and after a while they turn to medical 
because they know that’s the best.
Especially here they think that it’s because of drugs, it’s 
because of drugs.
Chipiwa ...it becomes so westernised. And then you end up going 
deeper on one way, and then the other way (traditional 
healers) you might seek it now and again, depending if 
they have got support of other people who believe in that.
if I was still deep into the culture, I would definitely look into 
it. Let’s say it’s my mum who has come here, and things 
happen to me, obvious they are going to go that route, 
maybe taking me to spiritual healers.
In this case, for me now, because I have lived here for so 
long.
Philip If their family members are more inclined, to African 
mentalities, they might want to seek help assistance from 
the culture witchdoctors, or all these traditional beliefs 
basically. Actually most of the Nigerian families that are in 
the UK, they still practice this traditional belief, to be honest 
with you, and they still practice traditional belief.
Maybe just because he came to the UK, because 
sometimes there is this culture shock, there is a culture 
shock, I had it when I came in 1990 as well.
But again coming from African background... this might be 
sort of superstitious because everyday I had that belief 
before, until 1990, when I came here, I tried to disabuse 
my mind about that.
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Participant Quotes
Femi • No matter how long an African person lives here, he will 
still hold on to...to...African values.
• Even if...even if it is the minutest of African values, the 
smallest of African values he will still hold on to it.
• In Africa we believe, 1 don't know about what happens here 
but in Africa we believe in diabolical means, diabolical 
activities there.
Nana • African do believe in culture
Kamali • You know some people totally don’t believe in God and 
they believe in the traditional side, so they would go for that 
traditional side, like a witchdoctor.
•  But if 1 was here, 1 think...as far as the environment 
influences it, doesn’t it...l would instantly think he is taking 
drugs.
Aba • Here medication is alright. And if you not have nobody it’s 
better you going back home and they care for you.
• They pray for him, take his medication, and if it is no good 
or anything, they say they take him to Ghana
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Appendix X: Audit Trail of the Analysis
The processes involved in analysis will be illustrated in detail here, 
and show how the theoretical concepts emerged through analysis.
The guidelines provided by Charmaz (2006) were followed for the 
analysis, and the steps given below are taken from this. As 
described by Charmaz (2006), the process from interviewing to final 
analysis was not a linear one but involved constant comparison 
between interviews, coding and the final analysis. It is, however, 
possible to follow the broad development of the analysis from initial 
tentative ideas to the final analysis presented in this report.
Examples will be taken from the interview with John, which can be 
found in Appendix viii.
Step 1 : Reading and re-reading
The interview was transcribed in the week following the interview and 
was carefully checked against the original recording, to ensure that 
the participant’s exact phrasing was transcribed. The interview was 
listened to three times, with individual sections often repeated many 
more times, to check the accuracy of the transcript. In addition to 
ensuring the quality of the transcription, this process also served the 
first stage of analysis, of immersing myself in the data. Following 
this, I re-read the transcript a further two times, and at this point felt 
that I had immersed myself in the data enough to commence on the 
next stage. During this process, I made some notes recording my 
observations about the participants accounts.
step 2: Line-bv-line coding
The entire transcript was printed out with wide margins allowing 
place for analysis in the margins. Following Step 1 I started doing 
line-by-line codes in the left margin by hand, a working method I find 
more comfortable. The initial line-by-line codes were summaries of 
participants’ statements and remained close to the data, being mainly
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descriptive. Line-by-line codes were revisited after other interviews 
were coded. There was constant comparison between the coding, 
although this was done more with the focused coding, described in 
the next section. Below is an example of line-by-line coding.
Transcript Line-by-line coding
PI: 1 think ..um...maybe he just wants to feel 
alone. You know sometimes you just want to 
feel alone. Well, for this...um...um...situation 
what people, his parents or even his colleagues 
need to do about It, Is getting closer to him, you 
know, getting religion In to talk to him most time, 
you know by like doing such thing he couldn’t be 
weak again and start doing the normal thing.
Seeking Isolation 
Generalises/normalises seeking 
Isolation
Actions parents/colleagues can 
take
Seek closer relationship with 
Ade
Seek support of religious leader 
Implication of weakness (Ade) 
Specific actions can normalise 
Ade’s behaviour
Int: So you think If people spent time with him 
and did things with him...
PI : Yeah, yeah. Oh 1 think yeah. Maybe the 
time he supposed to, the time he Is supposed to 
be watching TV, they stay with him, watch TV 
with him. Make discussion on the programme on 
TV. Maybe after no time they going to see a 
start In the...um...dinner they have dinner at the 
same time so he won’t have time to do nothing. 
And he back on normal times (routine).
Confirms his opinion
Engage In activities with Ade 
Talk to Ade
Introduce a routine (I.e. eating)
Fill Ade’s time to reduce 
Isolation and Improve his dally 
routine
Int: So do you think people need to help him then 
to get back Into a normal routine? Is that what 
you are saying?
PI : Yeah, yeah. That’s right, they really need to 
help him because that Is the only thing they can 
do for him because 1 don’t think there Is a drug or 
medicine you could give to him to heal that thing. 
It Is just a normal thing when we feel bored. So 
when someone Is bored you need to get to him, 
shout at him some time...so get help.
Needs help/lnterventlon from 
others
Practical help only option 
Medication no help
Normalises behaviour - due to 
boredom
Use assertive methods to force 
help on Ade
Int: Hmm, ok. Do you think Ade has control over 
his behaviour?
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Transcript Line-by-iine coding
P1 : Yeah, I think he can control it. Because 
when I am seeing here that he laughed when, 
when, when this Is something that Is not funny 
he laughs at It. He can control It by, maybe, he 
will just keep himself calm. Yeah. Maybe, um, 
let me just say....um...just get himself 
together...you know...you...know. Um, maybe 
just don’t listen much to what people say. Yeah. 
Sometimes he could get himself Involved In other 
things like reading novels or going around with 
all his friends but there Is no question he Is going 
to be fine.
Locus of control lies with Ade
Notes specific symptoms
Concious effort needed to stay 
‘calm’
Concious effort to manage 
himself
Ade choosing not to listen to 
others
Ade should distract himself with 
activities
Positive actions will bring 
positive change
Certain In his prognosis
Int: Hmm..ok. So, what sorts of things may have 
caused the difficulties Ade Is having now?
PI : Hm, yeah I think maybe when he was young 
his parents used to leave him at home all day 
and they worked too much, you know. When 
you work too much and you get not to Interact 
with people. So when you grow older so you feel 
the same way. You don’t want to get to people 
so you want to feel alone. I think.
Parental absence
Parent’s work/family balance
Lack of Interaction Impacted 
negatively on Ade’s social skills
Isolation persists Into adulthood
Step 3: Focussed coding
Towards the end of step 2 the right hand margin of the transcript was 
used to try and establish the focused codes emerging from Step 2. 
The focused codes developed through constant comparison and 
were adapted by being revisited. The focused codes attempted to 
extract the ‘essence’ of what was being said, but also started to link 
together and develop into the theoretical model, acculturation. Below 
is an example of a page of focused codes with the transcript.
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Transcript Line-by-line
Coding
Focused
Coding
PI : Yes, yeah. You take the 
person to church and the prayers 
and all this that is going on is 
gonna be where...i could give 
myself as an example. When I 
was young I used to...um...when I 
am with people something would 
just come to me, just struck me 
and I just get fainted. You know 
what i mean, when I just get faint, 
just faint...you know. And uh, my 
Mum and Dad they don’t have 
money to take care of me, they got 
money to take care of me to go to 
health centre to be to many places, 
we been to many places. But this 
is something that continue 
happening. You know. There are 
people shouting, suddenly I just 
faint off, yeah. So they just, 
whatever, i’ve got marks ali over 
here (shows his arm), they put my 
arm spoon or they just took me to 
get back to life. Yeah. So, my 
Mum used to, my Dad actually, my 
Dad is Muslim, my Mum is 
Christian. So later on my Mum 
started taking me to church which 
my Dad he doesn’t reaily like it 
because you know, but my Mum 
don’t iiké no option but to do it. i 
realise when I start going to church 
with she and meeting men of God i 
think everything is sorted
Others can ‘take’ him to 
church
Role of prayer
Locates the positive role 
of religion in his own 
story
Unknown health 
problem led to John 
fainting
Random nature of 
fainting attacks 
His parents resources 
were limited
But they still paid for 
western medical care to 
find source of problem 
Many medical sources 
accessed
No cure occurred and 
fainting continued 
Stimuiation/noise 
caused fainting 
Visible signs of 
interventions
Possibly extreme 
measures used to rouse 
him
identifies parents 
religious beliefs 
Father-muslim; mother- 
christian
Mother intervened - 
took him to church 
Acted against father’s 
wishes
Mother felt it was the 
only option 
His conversion - 
realising the roie of 
religious leaders 
Religious cure
Importance of church 
for help
Role of prayer
Tells his own story
Western medical 
care sought
Multiple source of 
help sought
Religious belief 
brought cure
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Step 4: Forming categories
In this step, focused codes were mapped out and their relationships 
explored through memo-writing (see Appendix ix), including the use 
of diagrams. Codes that appeared to have core status in the 
analysis were paid particular attention to. A number of criteria 
determined this, namely, whether they were referred to repeatedly 
between and within transcripts; the depth to which participants spoke 
about the issue; and finally how they were related to the research 
questions. Some of the categories were derived directly from the 
codes. The initial structure that emerged from this was largely based 
on the research focus of exploratory models and help-seeking 
behaviour. In addition, in response to the data, the theoretical 
construct of acculturation started to emerge as a category, which led 
to another analysis of the data to uncover the codes that related to 
this new category.
At this stage, there were more high-level categories emerging, 
including contextual factors such as ‘UK context’ and ‘African 
context’. The configuration of high and low-level categories is 
explored further in Step 5.
Step 5: Linking categories
A review of the focused codes led to memo’s being written for each 
category. The categories were then linked diagrammatically to 
uncover their relationships and to develop a structure for the model 
that was emerging. Memo’s were written for each low-level category 
and then their relationships with each other mapped out on paper. 
This allowed for the categories to be grouped under broader themes. 
Initially, there were more high-level categories, including contextual 
factors, such as ‘UK context’ and ‘African context’. The initial linking 
of categories led to a lot of overlap between categories as contextual 
factors were described by participants in reference to the research 
questions and were therefore explored separately under the two 
high-level categories of ‘explanatory models’ and ‘help-seeking’. The
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first two were ultimately chosen because they represented the broad 
research questions and therefore the data that emerged. The 
additional category of ‘acculturation’ was added in response to the 
data. A clinical psychology colleague was consulted at this stage 
regarding the clarity of the categories and she agreed with the 
structure that emerged.
Step 6: Model building
At the end of this process a structure emerged mapping the 
relationships between categories. It became apparent that there 
were multiple potential diagrammatic forms. With my colleague, we 
discussed the different potential models that had been constructed. 
The final diagram was chosen for the simplicity it offered. The 
simpler model was deemed to offer a quick, easily accessible 
pictorial representation of the categories and their relationships to 
each other. This was thought particularly important as it was to be 
sent, with the findings, to participants for feedback. In the final 
model, the African and UK context are represented in the diagram of 
the model as they are low-level categories that recur under the high- 
level categories of ‘explanatory models’ and ‘help-seeking’.
The findings, including the model was sent to the three participants 
that I was able to contact. One participant gave me feedback and 
endorsed the findings and the model that had developed. 
Unfortunately, I did not received feedback from the other participants 
contacted. Professional colleagues, including my university 
supervisor and two clinical psychologists read through the research 
project and offered feedback, which contributed towards the overall 
development of the model.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information V
technology and literature search tools
3 Critically reviewing relevant literature and evaluating research V
methods
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, V
including issues of diversity, and structuring plans accordingly
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative V
methods
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed 
journals or edited book
30 Applying research findings to clinical practice
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Discourse Analysis of Newsprint Reporting of 
Psychosis: A Case Study 
ABSTRACT
This group exercise used Foucauldian discourse analysis to explore 
how psychosis is represented in the print media. We chose a case of 
somebody with a mental illness, Ismail Dogan, who killed one man 
and injured five other people in response to command hallucinations 
and which we predicted might engender strong emotional reactions 
from readers. Specific newspapers over a specified time period were 
analysed. This included both tabloid and broadsheet newspapers. 
We used Lexis Nexis Professional to search the media.
Articles were read and reread to discover the language used to 
report the case and how the chosen language may influence the 
readers. The most frequently occurring themes were chosen for 
further analysis. The five categories of discursive patterns explored 
were, ‘mad or bad’, ‘blame’, ‘medication’, ‘outgrouping’ and 
‘humanising/dehumanising’.
We found that a major function of the articles was to build and 
confirm pre-existing prejudices probably initiated by the media itself. 
This was done by the use of sensationalist language and more subtle 
forms of coercion. Victims were treated as ordinary and innocent. 
Ismail’s surname was almost exclusively used and he was referred to 
as ‘knifeman’, ‘stabbing maniac’ or by other anonymising labels. In 
summary, the texts constructed stigma against mental health service 
users.
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